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ABSTRACT
This thesis examines attitudes towards, and knowledge and 
utilisation of childhood immunization in a rural area of Bangladesh. 
The data used are based on a KAP survey on childhood immunization 
conducted by the author in Matlab, Bangladesh in January-March, 1986.
Overall knowledge about immunization was found to be low and the 
coverage rates for immunizations, except for Measles, were very low. No 
substantial differences were found between the coverage rates of the 
MCH-FP area (Intervention area) and the Comparison area (Control area) 
for all immunizations, except Measles.
Knowledge of and attitudes toward immunization were found to be 
positively related with the acceptance of immunizations. Socio-economic 
factors, particularly husband's occupation and maternal education, were 
found to be strongly associated with acceptance of immunizations.
Maternal education was found to be an important factor influencing 
immunization acceptance. Mother's education level was strongly related 
to knowledge about and favourable attitudes towards immunization. 
Utilisation of other health services was also found to be higher among
educated mothers.
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1CHAPTER 1
INTRODUCTION AND LITERATURE REVIEW
1.1 Background
Infant and child mortality levels in the developing countries are 
substantially higher than in the developed countries. Recent data from 
the developing countries show the proportion of children dying before 
their fifth birthday is as high as 26 per cent (e.g. in Senegal) and 
more than 20 per cent in a considerable number of countries including 
Bangladesh (Hobcraft, 1984:95), compared to around 1.6 per cent (e.g. 
in Australia) in the developed countries (ESCAP, 1982:161). These 
differences in child mortality are believed to be mainly due to 
differences in the level of nutrition, sanitation, public health 
measures, availability of health care facilities, early child bearing 
and high fertility, and traditional health practices.
In the developing world about one third of child deaths can be 
directly attributed to four diseases - neonatal tetanus, pertussis 
(whooping cough), measles, and acute lower respiratory tract 
infections. For example, in a surveillance area in Matlab, Bangladesh, 
35 per cent of the child deaths under age 5 were attributed to these 
diseases (Chen et al., 1980:27). In Bangladesh tetanus alone accounts 
for 223,000 child deaths and measles accounts for 20,000 to 40,000 
deaths every year (Government of Bangladesh, 1985a:1). Other 
immunizable diseases, whooping cough, polio and tuberculosis, also 
contribute significantly to the child deaths. Prevention of these 
diseases through immunization would save millions of lives every year 
in the developing world.
To reduce the morbidity, disability and mortality associated with 
these vaccine-preventable diseases the Expanded Program of Immunization 
(EPI) was established by the World Health Assembly in 1974 and set the
2long term global objective of reducing morbidity and mortality from six 
major diseases- diphtheria, whooping cough, tetanus, measles, polio, 
and tuberculosis- by immunizing at least 85 per cent of children 
throughout the world by the year 1990. An extensive immunization 
campaign in developed countries and in some developing countries has 
brought about a dramatic decline in death rates due to the immunizable 
diseases. However, recent estimates (excluding China) are that at most 
40 per cent in the developing world are protected against diphtheria, 
whooping cough, polio and tetanus and only 20 to 30 per cent are 
protected against measles (Population Information Program, 1986:L154). 
In Bangladesh EPI was formally launched in 1979 and since then there 
has been a steady increase in the number of centres offering 
immunization services. It is now estimated that 22 per cent of the 
population has access to immunization services but the actual practice 
of immunization remains very low. Government immunization service 
statistics for 1984 show that the national coverage for BCG was 1.5 per 
cent, for DPT (3 doses) was 1.4 per cent, for Polio (3 doses) was 1.1 
per cent and for Measles was 0.9 per cent (Government of Bangladesh, 
1985b)
Until recently the main emphasis was on the development of 
technologies (for example, development of better heat stable vaccines, 
improvement of the cold chain technologies) to overcome the supply and 
storage problems faced by many developing countries. But mounting 
evidence of under utilisation of immunization services indicates that 
simple widening of the availability of the vaccines is not enough to 
achieve the potential mortality reducing impact of the immunization 
program. In 81 immunization campaigns in Africa and Asia surveyed by 
the World Health Organization (WHO) between 1979 and 1983, for example, 
the average dropout rate between the first and the third shot of DPT 
vaccine was almost 40 per cent (UNICEF, 1985:33). The investigation of 
the reasons for such postponement and under utilisation of immunization 
opportunities is now a major area of interest.
Unlike developed countries where babies are born onto a "conveyer 
belt" of health services including immunization, children of developing
3countries face severe poverty of health care, nutrition and sanitation 
facilities. Apart from the problem of supply of vaccines, immunization 
of the children in developing countries may be affected by several 
factors including socio-demographic and cultural factors, for example, 
economic status, education and attitudes towards immunization as a 
means of prevention of immunizable diseases. To summarise, many 
children in the developing countries die from immunizable diseases. 
Effective technology exists to prevent these diseases but many people 
do not use these facilities. Therefore, an understanding of the factors 
associated with the acceptance of immunization services would be of 
great importance to bridge the gap between the immunization potential 
and actual performance of the program.
1.2 Objective of the Study
Demographic studies of infant and child mortality differentials 
have often shown household socio-economic factors and parental 
education as important factors in explaining different mortality levels 
among and within societies (D'Souza and Bhuiya, 1982; Antonovsky and 
Bernstein, 1977; Caldwell, 1979; Caldwell and McDonald, 1981; DaVanzo, 
1984; Behm, 1979; Farah and Preston, 1982; Schultz, 1979; Haines, Avery 
and Strong, 1983; Trussel and Hammerslough, 1983). Yet very little is 
known about the precise mechanism through which these factors operate 
to result in differentials in the mortality levels. A recently 
developed conceptual framework proposed by Mosley and Chen (1984) for 
studying child survival in the developing countries is based on the 
premise that all the social and economic factors influence child 
survival through a set of "proximate determinants". One of the groups 
of proximate determinants, "personal illness control" is of interest in 
this present study. Study of the relationship between "personal 
illness control" and socio-economic and cultural factors could provide 
some explanation of how the latter is associated with differentials in 
child and infant mortality levels among and within societies.
One of the requirments of the proximate determinants framework is 
that the "proximate determinants" be represented by an indicator. 
While for other groups of "proximate determinants" indicators are
4easily quantifiable, for "personal illness control" indicators are 
difficult to obtain. For the study of curative health behaviour 
indicators measuring one's illness behaviour depend heavily on the 
retrospective assessment of the severity of the illness and are subject 
to definitional and conceptual difficulties ( Ross and Vaughan, 1984). 
On the other hand the indicator of preventive health behaviour, 
particularly immunization practice, is easily quantifiable (i.e. 
completely, partially or not immunized). Furthermore, the technology 
is very effective in preventing illnesses which are potentially fatal 
and cause the major proportion of child deaths. Therefore, the study 
of practice of immunization provides a very useful model for the study 
of the personal illness control "proximate determinants" of mortality 
in the Mosely and Chen framework. Moreover, in rural Bangladesh where 
for virtually the whole population sanitation and water supply is 
primitive and public curative health services are almost non-existent 
the examination of the utilisation of preventive health services like 
immunization could provide an explanation of class differences in the 
level of child mortality.
The present study aims to investigate the levels of overall 
knowledge of immunizations and attitudes towards immunization as a 
means of prevention of immunizable diseases. It will try to identify 
factors associated with the acceptance of childhood immunizations. 
This study will also look at the maternal education/preventive health 
care utilisation relationship to see how education results in 
differential utilisation of preventive health care which might have a 
strong bearing on the survival of the child.
1.3 Review of Literature
Improvements in the expectation of life at birth in the developing 
countries since World War II have stimulated considerable interest in 
the studies of factors affecting infant and child mortality. It has 
been suggested that these improvements can mainly be attributed to 
socio-economic and medical or technological factors (Kitagwawa and 
Hauser, 1973; Kusukawa, 1965) and improvements in knowledge of disease 
control (Preston et al. , 1976:3). In a variety of socio-economic and
5cultural settings class differences in the levels of child and infant 
mortality might also be attributed to inequitable distribution and 
utilisation of overall health services (Chowdhury, 1984).
Over the past decade a number of health services utilisation 
studies have been done for a wide range of factors including 
demographic, economic, social and cultural factors which seem to 
influence the utilisation behaviour of various individuals and groups 
of individuals. However, most of the studies have dealt with the urban 
based population in the United States and other developed countries. 
Very few studies have considered the cross cultural settings of 
utilisation behaviour in the developing countries and even fewer have 
examined the utilisation of preventive care, particularly immunization. 
In this section a brief review of relevant literature in the area of 
health care utilisation in general will be examined in an effort to 
develop and test hypotheses regarding the utilisation of childhood 
immunization services which will be presented in Chapters 3 and 4.
1.3.1 Socio-Demographic Factors
A number of studies of the utilisation of health care services 
have found a relationship between utilisation behaviour and 
socio-economic and demographic factors, such as, age, sex, education, 
family size, occupation, religion and ethnicity.
A study of immunization of pregnant mothers by tetanus-toxoid 
vaccines in a rural area of Bangladesh showed that acceptance of 
tetanus immunization varied with differences in the socio-demographic 
characteristics of the population (Rahaman et al., 1982:272). It was 
observed that as compared with non-acceptors, acceptors were more often 
Hindus, had a higher level of education, and household heads were more 
often in services or business occupations. Education was found to be 
directly related to the use of preventive health services (Mechanic, 
1972). In Nigeria Akesode (1982:312) observed that the education level 
of parents had a direct effect on attendance at infant welfare clinics 
and hence on the immunization status of children. In another study of
6childhood immunization in Indonesia, Singarimbun et al. (1986:9) also
observed that maternal education and higher economic status were 
associated with a higher degree of completeness of immunization. 
Similar results were also obtained in Malaysia by Ramlah (1986) where 
maternal education was found to be associated with a higher
immunization status of the children. She argued that the higher 
proportion of immunized children among the better educated mothers
reflects their greater understanding of the benefits of immunizations 
and also their ability to maximise the services offered by the
Government.
In a study of the utilisation of pre-natal health care Donabedian 
(1961:2) found a strong association between the adequacy of pre-natal 
care and socio-economic factors including education, income and
occupation. In a Korean study it was found that the frequency of 
receiving pre-natal care and the use of other health services for 
delivery increased with education level (Kim et al., 1973 cited in 
Kitack, 1978:34). In the U.S.A. Chase and Nelson (1973:33) observed 
that the practice of adequate pre-natal care increased with the level 
of education. In Malyasia educated mothers were found to be more likely 
to seek pre-natal care as compared to uneducated mothers (DaVanzo et 
al., 1984; Bernard and Sastrawinata, 1983:265).
Education has also been found to reduce the tendency to certain 
unhealthy practices and leads to preferences for treatment from trained 
personel. In Tamil Nadu, India, it was observed that the higher the 
education level the higher the proportion of respondents who mentioned 
that they would approach a qualified physician even at the initial 
stages of an illness (Rao and Richard, 1984:350-54). In a study of the 
effect of schooling on child mortality, Levene (1980), for example, 
considered schooling to be a psychological variable affecting the ways 
Third World women think about and behave towards their children. In 
explaining the impact of maternal education Caldwell (1979:408-10) 
argued that the positive impact of maternal education on child 
mortality are due to a reduction in fatalism about the cause of child 
illness, a greater capability of manipulating the modern world (e.g.
7knowing where the facilities are and how to secure the attention of the 
health clinic staff); and a change in the traditional balance of the 
familial relationship that shifts the focus of power away from the 
patriach and mother-in-laws and ensures that a greater share of family 
resources is devoted to children and their health.
In Tunisia, Benyoussef and Wessen (1974) found a strong 
association between education and utilisation of modern medical 
facilities. In Iran, education was found to strongly affect attitudes 
towards modern medical care (Mohseni, 1979:500). Educated mothers are 
more likely to detect illness early and, therefore, more likely to seek 
early treatment (Caldwell et al. , 1983; Rao and Richard, 1984:350-3). 
Some studies also found reduced use of traditional medicine as 
education increased. Okafor (1983:594) found in Nigeria that education 
was inversely related to attitudes towards traditional medicine. 
Neonatal mortality has been found to be significantly correlated with 
birthweight (Puffer and Serrano, 1973). The incidence of low birth 
weight was associated with mothers education ( Erhardt and Chase, 
1973:18). It is believed that educated mothers take proper pre-natal 
care which results in higher birth weight. In a study in Bangladesh it 
was found that non-educated mothers are more likely to follow certain 
food taboos unfavourable to higher birth weight and thus survival of 
the child (Chen et al., 1979:101).
Bice and White (1969:130) found the occupation of head of the 
household was related to utilisation of health services. They observed 
that the differences in the utilisation pattern among occupational 
groups were most pronounced between the agricultural workers and 
non-agricultural workers. Similar findings by Rahaman et al. 
(1982:272) also showed that service and business occupational groups 
were more likely to accept tetanus immunization in a rural area of 
Bangladesh. In a study of the use of delivery services Oh (1966, cited 
in kitack, 1978:34) observed that the utilisation rate varied according 
to occupation of the husband. Use was highest among administrative 
workers followed by professional and technical and related workers and
sales workers.
8The number of living children was also found to be associated with 
health care service utilisation differentials. In an attempt to 
develop a profile of an adequately immunized and an inadequately 
immunized population, Markland et al. ( 1976:169) found in the United
States that an adequately immunized population had a smaller family 
size compared to an inadequately immunized population. This view was 
also supported by the findings of Guthrie (1963:447) who argued that 
mother's mobility and ability to take her infant for immunization are 
greatly impaired by the presence in the household of an older but still 
dependent child. In a study in Nigeria, Akesode (1982:311) observed 
that attendance at an immunization clinic was directly affected by the 
parity and the age of the mothers. Mothers with lower parity were 
reported to be more likely to attend immunization clinics. The choice 
of delivery places was also found to be affected by family size.
Mothers with smaller family were more likely to be attended by a 
physician at their delivery place compared to mothers with larger
families ( Oh, 1968 cited in Kitack, 1978:35).
Sex is related to the variation in the use of health care 
services. In a study of utilisation of diarrhoeal clinic in rural 
Bangladesh, it was observed that sex specific utilisation of such
clinics was higher for males than for females and this difference
widened as the distance from the clinic increased (Rahman et al. , 
1980:7) .
Quite a number of studies show that economic status of the family 
has a strong association with the utilisation of health services. 
Infants of young and poor mothers tended to be inadequately immunized 
(Markland et al. , 1975:285). They argued that high mobility associated 
with finding work keeps the poor family somewhat isolated from the 
community and reduces attention to health matters. Studies in the 
United States (Susser et al. , 1983), England and Wales (Hollingsworth, 
1981), France ( D'Houtaud and Feild, 1984) indicate that differences in 
health by social strata exist, even with relativly equitable access to 
health facilities. Siegrist and Bertram (1970-71, cited in Cockenham 
et.al., 1986:3) argued that the poor tend to be more present oriented ,
9dealing principally with symptoms as they arise, while the affluent
focuse more on maintaining their health for the future and apply 
themselves more fully to prevention.
1.3.2 Socio-Cultural and Psychological Factors
Several studies found an association between ethnic and cultural 
differences in health and illness behaviour and the use of health 
services. Main-Ahlberg (1984:323) argued that social and cultural
factors not only affect the patterns of mortality and morbidity, but 
also affect the utilisation of medical care. Cultural idioms 
determines the classification of diseases, the weight given to their 
seriousness and the type of treatment required (Amar, 1966 cited in 
Read,1966:31). In a study in Tangail, Bangladesh, Ashraf et al. 
(1982:2043) observed that in that area many believed that some 
diseases, for instance, tetanus and malnutrition and hysteria are
caused by bad air and evil spirits. In Senegal (Garenne et al. , 
1985:269) tetanus was considered as a magic disease and in another 
study in Java, Indonesia, Rienks (1982:53) observed that neonatal 
tetanus was thought to occur if the mother ate cassava or cabbage or 
salty fish. Such a variety of concepts about the causes of diseases and 
illness result in a culturally shaped approach to prevention and 
treatment. In a rural area of Bangladesh, diseases thought to be 
caused by bad air or evil spirits, are believed to be prevented by 
observing certain customs, for instance, wearing sanctified amulets 
(Ashraf et al. , 1982:2043). In a Kenyan village, the observance of
certain customs and rituals was considered to be the way to avoid
illness (Read, 1966:31). Adair et al. (1957) reports that American 
Indian health beliefs and their attitudes towards personal health and 
modern medicine interfere with their acceptance and use of modern 
health care services.
Zola (1964) in a study of the role of ethnic and cultural 
differences in illness behaviour in U.S.A. indicates that a 
multiplicity of factors trigger the health seeking behaviour of the 
American working class. According to him these triggers are (1) 
interpersonal crisis whereby attention is called to the symptoms, (2)
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whether the symptoms threaten the Individual's social activity, (3) 
whether others tell him or her to seek help, (4) the perceived threat 
of the symptoms, and (5) the comparison of the nature of the symptoms 
to previous symptoms or those of relatives or friends to decide whether 
to seek help or not. Zola reports that different social and ethnic 
classes view these "triggers" differently in order of importance. Koos 
(1967:138-57) also mentions that differentials in the utilisation of 
health services by different social classes is based on differential 
perceptions of health and illness. For instance, upper class persons 
were more likely to consider themselves ill when they had particular 
symptoms and more likely to seek medical attention.
In a study of health services utilisation by beliefs, attitudes, 
knowledge and the source of health care information, Rosenstock (1966) 
suggested that preventive health behaviour is determined by one's 
perception of the seriousness of and susceptibility to the problem, 
perceived benefits and barriers to action, and cues to action. 
According to him an individual's decision to practice preventive health 
care will not be made unless the individual believes that the 
prevention is both feasible and appropriate, would reduce either their 
perceived susceptibility to or the percieved severity of the health 
condition, and no serious psychological barriers to the proposed action 
are present. Markland, et al. (1976:169) observed that the adequately 
immunized population had a greater perception of disease seriousness 
and the risk of diseases, had adequate knowledge of the efficacy of 
vaccines and adequate knowledge of the length of the protection offered 
by vaccines. These findings are also supported by Akesode (1982:312) 
who found that perception of diseases seriousness was associated with a 
greater proportion of immunized children in a Nigerian community.
1.4 Hypotheses to be tested
On the basis of the above literature review the following 
hypotheses are formulated which will be examined in Chapters 3 and 4.
(1) Mothers with higher socio-economic status and with a higher 
level of knowledge about immunization are more likely to have their 
children immunized.
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(2) Mothers who are younger and have smaller family are more 
likely to have their children immunized.
(3) Mothers who consider immunizable diseases as potentially 
dangerous to their children and consider immunizations as a means to 
prevent those diseases are more likely to have their children 
immunized.
(4) Mothers who utilise other modern health services are more 
likely to immunize their children.
(5) Mothers with higher education are more likely to have better 
knowledge of immunizations, be more aware of the seriousness of 
immunizable diseases, have more favourable attitudes towards 
immunizations, and therefore, be more likely to immunize their 
children.
1.5 Organization of the Study
The preceding sections of this first chapter have dealt with the 
background and the objectives of the study and a brief review of the 
relevant literature. In Chapter 2 the data source and methodology are 
presented. Chapter 3 examines the level of knowledge, attitudes and the 
practice of immunization and analyses the relationship of immunization 
practice and a number of socio-economic and demographic variables. 
Chapter 4 analyses the utilisation of childhood immunization and the 
use of other health services according to maternal education. Finally, 
the last chapter comprises the conclusion.
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CHAPTER 2
DATA SOURCE AND THE STUDY POPULATION
2.1 The Study Area
The data for this study were collected in ten villages in Matlab 
upazila (administrative unit below a district), Bangladesh. The 
International Centre for Diarrhoeal Diseases Research, Bangladesh 
(ICDDR.B, formerly the Cholera Research Laboratory-CRL) has been 
operating a Demographic Surveillance System (DSS) in this area since 
1966. As of July 1983, the DSS area had 191,006 people of whom 96451 
and 94555 lived in the Intervention area and the Comparison area 
respectively (Shaikh et al. , 1985:2). The Demographic Surveillance 
System includes regular cross-sectional censuses and continuous 
registration of births, deaths, migration, marriages and divorces. 
Other activities of the ICDDR,B in the study area include a diarrhoeal 
treatment program, family planning and other health interventions. 
During 1978 ICDDR,B introduced village based MCH-FP (Maternal-Child 
Health and Family Planning) services in the intervention area. Later 
tetanus-toxoid immunization of pregnant mothers and more recently 
Measles immunization program have also been introduced in the 
Intervention area. On the other hand the activities of the ICDDR.B 
health workers in the Comparison area are mainly limited to
registration of vital events and providing referral for diarrhoeal 
treatment in Matlab centre. More details of the field operation have 
been reported elsewhere (see CRL, 1978).
The Matlab field research area is on the low lying deltaic plain 
of Bangladesh, situated at a distance of about 45 kilometers south-east 
of the capital, Dhaka. A tidal river and its several canals flow 
through the area and are used as the major transportation routes within 
and outside the area. The area is relatively dry during the months of
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December to February with very low rainfall. May to September is the
monsoon season when the water table rises and inundates most of the
agricultural and non-residential area. A motorable road links the 
upazila headquarters with the district headquarters at Chandpur, but
communication within the area is only possible on foot or by boat.
As in the greater part of Bangladesh, farming is the dominant 
occupation of the heads of households. Except for a few villages where 
fishing is the main sources of livlihood, agriculture is the principal 
economic activity of the area. The farming life is very hard and this 
has been aggravated by the rapid grouth of the population. A large 
proportion of the people are virtually landless and for them share
croping and work on others land on a daily wage basis have become the 
main sources of livelihood. Many people are now trying to earn their 
living or augment their income by working in trade and sales and 
working in the jute mills and factories in different cities and towns 
in the country.
The population of Matlab is characterised by high fertility and 
high mortality. Recent estimates(1983) of birth rates and death rates 
were about 38 and 14 per thousand respectively (Shaikh et al. , 1985:5). 
Recently there has been a downward trend in these rates, particularly 
in the Intervention area, where ICDDR.B has introduced selective health 
interventions (see for example, Chen et al. , 1983). About 88 per cent 
of the population are Muslims and the remaining 12 per cent are Hindus.
Villages consist of baris which are the basic residential and 
social units in the area. Baris consist of one or more patrilineally 
related families. The houses of a bari are usually arranged round a 
central courtyard and the bari functions as an economic and domestic 
unit, providing a major organisational nucleus for political and social 
activities in the villages (Rahaman, 1986:7). In traditional families, 
the bari defines the physical and social boundary within which women 
should move and work.
Sanitation in the villages is very poor. Sewage is usually drained
Figure 2-1: Bangladesh Map Showing the Location of Matlab
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into the nearby canals or surface water sources (such as shallow water 
places) which are sometimes used for washing. Less than 30 per cent of 
the people use tubewell water and the remainder use either pond water 
or other water sources. Though quite a high percentage of people use 
fixed latrines, these are mostly unhygienic and merely shelters for 
privacy. Houses typically have earthen floors, jute stick walls and 
thatched roofs. Well-off families use bamboo, wood or tin as walls and 
tin for roofs.
At Matlab upazila health centre immunization services for DPT 
(vaccine against diptheria, pertussis and tetanus), Polio (vaccine 
against polio), Measles (vaccine against measles), BCG (vaccine against 
tuberculosis) and DT (vaccine against diptheria and tetanus) are 
available as a part of the national EPI program. The uni-purpose EPI 
technician is responsible for the delivery of immunization services 
once a week at the Matlab center and once a month at four outreach 
bases, covering about two hundred thousand population in the upazila. 
In the Intervention area ICDDR.B introduced a Measles immunization 
program during 1982 as a part of maternal and child health and family 
planning activities in that area.
2.2 Methodology and Sampling
The data for this study were collected by a KAP study of childhood 
immunization in Matlab DSS area which was conducted during January - 
March, 1986. The survey was carried out under the auspices of the Child 
Survival Project, IPDP, Australian National University and the author 
was the principal investigator of the survey. Owing to time constraints 
and logistic difficulties in the field work the survey was restricted 
to a sample of 10 villages selected from 33 villages within 
approximatly three miles of the Matlab health centre. Half the 
villages were selected randomly from the Intervention area and the 
remaining half from the Comparison area. The rationale behind this was 
to facilitate a comparison between the Intervention and the Comparison 
area.
A sample of 330 currently married women (30 per cent of the
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Figure 2-2: Map Showing the Matlab DSS Area and Selected Study
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eligible respondents) who had at least one living child under the age 
of five years was randomly selected from the chosen villages with an 
equal number of respondents from each of the selected villages. The 
rational of selecting an equal number of respondents from each village 
was to ensure a sufficient number of respondents for each village. 
Larger villages have more than one FVW's (Female Village Worker) 
working area. To minimise the possible bias due to different village 
sizes, only one FVW's working area was selected from each of the larger 
villages. As the objective of the study was not to estimate the 
coverage of immunizations precisely but rather to examine the effect of 
social and demographic and cultural factors on immunization practice, 
probability proportional to sizes sampling was not employed. In the 
analysis Z-test statistic for the difference of two proportions and 
Chi-square statistic for the test of equality of more than two 
proportions will be used.
2.3 Data Collection
The survey was carried out by three female interviewers, who were 
hired locally in Matlab. All were married, aged between 20 and 25 and 
all of- them had a college education. All had extensive experience with 
the local village life, and had previously worked on projects 
undertaken by ICDDR,B. Two of them had some experience with in-depth 
interviewing. Before the field work they were trained for a week by 
the author. In the field interviewers were closly supervised and
guided by the author. Coding of the data was done by the author to 
minimise possible bias due to coding of open questions.
Before the beginning of the survey a list of all eligible women in 
the sampled villages was prepared from the DSS computer masterfile and 
updated for birth, death and migration at the time of survey. The 
identifiction of an eligible woman included her name and ICDDR.B census 
number, which provides identification of the family, bari and village 
of each individual in the DSS area.
A semi-structured questionaire in Bengali (see English version in 
the Appendix A) was designed to collect information on the personal
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background of the respondents, socio-economic and demographic 
characteristics, knowledge attitudes and practice of childhood 
immunizations and use of other health services. Of the 330 selected, 
304 eligible respondents were successfully interviewed and the response 
rate was 92 per cent. In some cases two visits were made for a 
successful interview. Twenty-four women were reported to be away from 
home at the time of interview and there was no certainty of their 
return within the period of the survey. Only two respondents refused to 
be interviewed. They were both from the nearby Hindu village where most 
of the people are fishermen and culturally very traditional. In the 
other villages respondents were co-operative, partly because the women 
in this area are familiar with surveys conducted in the past.
On average each interview lasted 45 minutes. Whenever possible 
each women was interviewed privately, but often it was impossible to 
secure complete privacy.
2.4 Limitations and Data Quality
The present study uses the data on socio-economic, demographic 
variables and practice and attitudinal variables. Data on the age of 
the respondent and age of the children were verified with the Matlab 
field register and any discrepancies were subsequently corrected. 
Information on socio-economic status was collected by asking questions 
on respondent's education level, husband's education, respondent's work 
experiences, husband's occupation, construction materials of the 
household and possession of certain commodities (such as a cow, a 
watch, a sewing machine, and a radio). Training and close supervison 
of the interviewers by the author are believed to have resulted in good 
quality socio-economic data.
The information on the practice of childhood immunization was 
retrospective. Although the Bangladesh Government recently launched the 
EPI program with the aim of increasing immunization coverage to 85 per 
cent of target group, children under the age of two years, by the end 
of 1990, the actual coverage throughout the nation is very low. This 
resulted in very few respondents in the sample having had their
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children immunized. This caused difficulties in the study of 
differentials in the practice of immunizations. Interviewers were 
instructed to look for scar signs on the arm to check whether the child 
had recieved BCG, to ask respondents whether their child had recieved 
DPT in the leg and Polio orally. However, there is still the chance of 
misreporting of one vaccine for the other or any other injections 
(non-vaccine).
While asking about knowledge of immunizations, probing with local 
terms, which incorporate the names of the diseases, was used for BCG 
and Measles. This may overestimate the level of knowledge of the 
function of these immunizations. Memory lapse may also result in 
misreporting of the age of the child when he/stve was immunized.
Because few respondents in the sample had an immunized child, only 
bivariate cross tabulation is employed in the analysis to examine the 
differentials in the practice of childhood immunization by 
socio-economic and demographic characteristics of respondents. The 
small number of cases limits the use of multivariate analysis and thus 
identification of the relative importance of the independent variables 
on the acceptance of immunization.
Over the past twenty years, ICDDR.B has conducted several medical 
and health interventions, for example, a cholera vaccine trial, and 
MCH-FP services and has been operating a Demographic Surveillance 
System and providing diarrhoeal treatment to the people. Therefore the 
rapport and interaction between the ICDDR.B and the community is strong 
and intimate. As such, attempts to generalise the results to other 
situations entirely different from Matlab should not be taken. 
Moreover, the study is descriptive rather than prescriptive, and no 
policy suggestions should be attempted from such a small-scale field 
study. However, the results still could provide considerable 
understanding of the factors associated with the acceptance of 
immunization in other rural areas of Bangladesh.
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CHAPTER 3
KNOWLEDGE, ATTITUDES AND PRACTICES OF IMMUNIZATION
3.1 Introduction
This chapter examines the level of overall knowledge about 
immunization, the practice of childhood immunization, attitudes towards 
the immunizable diseases and their prevention. Knowledge of the mother 
about the function of specific immunizations for children and knowledge 
of the appropriate age range for children at which specific 
immunizations should be given may have some relationship with the 
practice of childhood immunization. Perception of disease seriousness, 
attitudes towards prevention and knowledge about the sources of 
specific immunizations may influence the mother's motivation to seek 
immunizations for their children. This chapter also examines 
differentials in the practice of childhood immunization according to 
the level of overall knowledge about immunization, perceptions of 
disease seriousness, socio-economic status and demographic 
characteristics of the mother.
The present analysis will adopt the convention of using terms 
"Measles" and "Polio" for vaccines against measles and polio 
respectively.
3.2 Knowledge of Immunization
To assert the general knowledge of immunization the respondents 
were asked whether they had heard about immunization in general. While 
a high proportion of respondents in both the Intervention area, 81.8 
per cent, and the Comparison area, 74.7 per cent, had heard of 
immunization in general, either as pratisedhak tika (meaning which 
makes one invulnerable against diseases), or foot or injection, the
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knowledge of specific immunizations was quite low. Very few 
respondents had heard the names of the vaccines BCG, Measles, DPT and 
Polio. However, when the question was asked with the term zakshar tika 
(meaning injection against tuberculosis) and luntir tika (meaning 
injection against measles) instead of "BCG” and "Measles" respectively, 
quite a large number of respondents mentioned that they had heard about 
these vaccines. The highest percentage of respondents in the total 
area who had ever heard of the specific immunization was for Measles, 
52.6 per cent, followed by BCG, 48.4 per cent, DPT, 7.2 per cent and 
Polio, 2.3 per cent.
3.2.1 Knowledge about the function of immunization
Knowledge about which diseases are prevented by specific 
immunization may be associated with the mother's motivation in seeking 
specific immunizations for their children. When the knowledge of the 
respondents about what diseases these immunizations (DPT, BCG, Polio 
and Measles) protect against was examined, it was found that only very 
low proportions of respondents knew the correct function of most of 
these immunizations. There were usually a number of local names for 
diseases, for example, measles was known as lunti and ham, whooping 
cough as kui-kash or meadi-kash (meaning long duration cough), 
tuberculosis as zaksha and tetanus as takuria or alga or dhanustanker. 
In the Intervention area the highest proportion of respondents knew the 
correct function of Measles, 64.9 per cent, followed by BCG, 36.4 per 
cent (Table 3-1). The level of knowledge of the other two 
immunizations, DPT and Polio were negligible, with only 3.2 per cent 
and 1.3 per cent of the respondents having correct knowledge about DPT 
and Polio immunizations respectively. It is not surprising that in the 
Intervention area the level of correct knowledge about Measles vaccine 
was quite high compared to other immunizations. In the Intervention 
area ICDDR.B introduced a Measles immunization program during 1982 
covering half of the area and later in 1985 the program coverage was 
extended to the remaining half of the area. In the Intervention area 
Measles immunization services are delivered at home through village
based FVWs.
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Table 3-1: PERCENTAGE OF RESPONDENTS WHO KNEW THE
FUNCTION OF DPT, BCG, POLIO AND MEASLES IMMUNIZATION
Intervention Area Comparison Area
Type of Vaccine Type of Vaccine
Knowledge of function DPT BCG Polio Measles DPT BCG Polio 1Measles
Protect against 
diseases
Protect against
correct 3.2 
incorrect
36.4 1.3 64.9 4.0 52.0 0.7 30.7
diseases or don 't know 4.5 7.2 1.3 7.8 2.7 1.3 2.3 0.7
Never heard of it 92.2 56.5 97.4 27.2 93.3 46.6 97.0 68.5
Total
N
99.9 100.0 100.0 
(154)
99.9 100.0 99.9 100.0 
(150)
99.9
Source: KAP Survey on Childhood Immunization, Matlab, Bangladesh, 
1986.
Notes: .
1.In the case of DPT all the respondents who knew the function 
mentioned only diphtheria.
2.Total percentage not always 100.0% because of rounding.
The second highest proportion of respondents, 36.4 per cent, knew 
the correct function of BCG. When asking about immunizations probing 
with the local term zakshar tika was used instead of BCG. That might 
have overestimated the level of knowledge of BCG as the term used 
incorporates the name of the disease.
In the Comparison area, the highest level of knowledge of the 
function of immunization was for BCG followed by Measles (Table 3-1). 
Fifty-two percent of respondents knew the correct function of BCG and 
quite a high proportion, 30.7 per cent, knew what diseases Measles 
immunization protects against. Although ICCDR,B Measles immunization
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program did not include Comparison area, it is not unlikely that some 
respondents had access to Measles immunization services while visiting 
their relatives in the neighbouring Intervention area and that could be 
one reason why a comparativley high proportion of respondents knew the 
correct function.
In both the Intervention and the Comparison area very few 
respondents correctly identified the function of Polio and DPT 
vaccines. For DPT all the respondents who knew the correct function 
mentioned only diptheria and no respondent mentioned that it protects 
against whooping cough and tetanus.
3.2.2 Knowledge of appropriate age and number of doses for specific 
immunizations
It is important to examine whether mothers knew the correct age
range of their children at which immunization should be taken. The
results show quite a low level of correct knowledge about the
appropriate age range (Table 3-2). The EPI recommended age for Measles 
immunization is 9 to 24 months while for DPT, BCG and for Polio the 
recommended age is 6 weeks to 2 years. In the Intervention area the 
level of correct knowledge was highest for Measles, 35.7 per cent, 
followed by BCG, 10.3 per cent. Very few respondents had ever heard of 
DPT or Polio or knew the correct function and appropriate age range for 
these immunizations. Only 2.6 per cent and 0.6 per cent of respondents 
gave the correct age for DPT and Polio immunizations. For both BCG and 
Measles quite large proportions of respondents mentioned higher ages 
for immunizations than the EPI recommended age and were seemingly 
reluctant to immunize their children at younger ages. This is not 
surprising because these mothers may feel that it is not right to 
inflict the pain of injections on such children, but rather wish to 
wait until the child is older and more tolerant of such interventions.
In the Comparison area a similar pattern of knowledge of the 
correct age for specific immunization courses was observed. However, 
the level of knowledge for Measles was substantially lower as compared 
to the Intervention area. Eighteen per cent of the respondents knew
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the correct age at which Measles vaccine should be taken and 16.7 per 
cent of the respondents gave the correct age for BCG. Very few 
respondents knew the correct function of DPT and Polio and even fewer 
knew the appropriate age range, only 2.7 per cent and 0.7 per cent 
correctly identifying the age range for these immunizations 
respectively.
Table 3-2: PERCENTAGE OF RESPONDENTS KNOWING THE AGE 
RANGE FOR SPECIFIC IMMUNIZATION COURSES
Intervention Area Comparison Area
Type of vaccine Type of vaccine
Knowledge of age 
range
DPT BCG Polio Measles DPT BCG Polio Measles
*
Know correct age 2.6 10.3 1.9 35.7 2.7 16.7 0.7 18.7
Know incorrect age 
or don't know 5.1 33.1 0.6 37.0 5.9 36.7 2.0 12.7
Never heard of 
immunizations 92.3 56.5 97.4 27.3 91.3 46.6 97.3 68.7
Total 100.0 99.9 99.9 100.0 99.9 100.0 100.0 100.0
N (154) (150)
Source: As in Table 3-1.
Notes: 1. EPI Program in Bangladesh recommends correct age
range for DPT, BCG and Polio as 6 Weeks to 24 months 
of age and for Measles as 9- 24 months of age.
2. Knowledge of age was considered correct if the response 
fell within the correct range.
3. Total percentage not always 100.0% because of rounding.
The knowledge of the correct number of doses for complete 
immunization course was also found to be very low in both the 
Intervention area and the Comparison area. In the Intervention area
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Table 3-3: PERCENTAGE OF RESPONDENTS HAVING CORRECT
KNOWLEDGE OF DOSES FOR SPECIFIC IMMUNIZATIONS
Intervention Area Comparison Area
Type of vaccine Type of vaccine
Knowledge of DPT BCG Polio Measles DPT BCG Polio Measles 
doses --  --  ---- -------- ---  --  ---- -------
Know correct
dose(s) 2.6 15.6 1.9 37.7 3.3 26.0 0.7 14.7
Know incorrect 
dose/Don' t know 5.2 27.7 0.6 35.7 3.3 27.3 2.0 16.7
Never heard of 92.2 56.6 97.5 26.6 93.4 46.7 97.3 68.5
Total 100.0 99.9 100.0 100.0 100.0 100.0 100.0 99.9
N (154) (150)
Source: As in Table 3-1
Note:l. EPI in Bangladesh recommend 3 doses for DPT and Polio and 
one dose for BCG and Measles.
2. Total percentage not always 100.0% because of rounding.
while 72.7 per cent of the respondents ever heard of Measles 37.7 per 
cent could mention the correct doses for Measles. For BCG only 15.6 
per cent of the respondents knew the correct dose. For DPT and Polio 
immunizations very few respondents could mention the appropriate doses, 
only 2.6 per cent and 1.9 per cent mentioning correct doses for DPT and 
BCG respectively. In the Comparison area the highest proportion of 
respondents could mention correct doses for BCG, 26.0 per cent, 
followed by Measles, 14.7 per cent. This pattern is consistent with 
the level of knowledge of the correct function of BCG and Measles. For 
two other types of immunizations, DPT and Polio, the knowledge was very
poor.
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3.2.3 Knowledge of the sources of immunization.
The Expanded Program of Immunization in Bangladesh is still at its 
early stage. Although, in national planning the Bangladesh Government 
put emphasis on nutrition and health education campaign activities to 
promote public awareness about preventive health measures like 
immunization through public media and campaigns, the dissemination of 
information on immunization is yet to achieve wide coverage in the 
rural areas of Bangladesh.
The results indicate that in the Intervention area, ICDDR.B FVWs 
are the most important sources of information on immunization, followed 
by immunization workers and relatives (Table 3-4). Sixty-three per 
cent of respondents recieved information on immunization in general 
from FVWs and immunization workers were relatively less important as 
sources of information on immunizations. Activities of immunization 
workers in the study area are mainly limited to delivery of 
immunization at the upazila health centre. In the Intervention area 
FVWs deliver family planning and other health services offered by 
ICDDR.B and they have good interaction with the local community. So it 
not surprising that FVWs are the major source of information on 
immunization. Quite a low proportion of respondents had received 
information from the media, for example, radio and TV, as most of the 
rural people had little access to these facilities.
In the Comparison area the most important source of information on 
immunization was the immunization workers. Forty-one per cent of the 
respondents in the Comparison area got information from immunization 
workers while 26.6 per cent got information from FVWs. In the 
Comparison area, however, the activities of the FVWs are mainly limited 
to identifying the vital events and referral for diarrhoeal treatment 
and it is not clear why a large number of respondents, 26.6 per cent, 
mentioned FVWs as the source of information on immunizations. Husbands 
and relatives were also observed to be the third major source of 
information, although, very few mentioned those sources.
It could be argued that correct knowledge about the function of
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Table 3-4: PERCENTAGE OF RESPONDENTS MENTIONING SPECIFIC
SOURCES OF INFORMATION ON IMMUNIZATION AND SOURCE 
PLACES OF IMMUNIZATIONS
Intervention Area Comparison Area
Source of information 
on immunizations
ICDDR.B FVWs 63.6 26.6
Immunization workers 14.9 41.3
Husband/Relatives 14.9 8.7
Health clinic doctors/nurses 6.5 3.3
Others 4.0 5.2
Not stated/Never heard 
of immunizations- 21.3 29.3
Source of immunization 
services
FVWs or Immunization worker 
delivered at home
65.5 53.4
Matlab Government health 
centre/ Hospital
39.6 35.3
Other Sources 2.5 0.7
Don't know/Never heard 
of immunizations 21.3 29.3
N (154) (150)
Source: As in Table 3-1.
Notes: 1."Others" source of information on immunization 
include radio/TV, Hospitals, neighbours and 
village head.
2."Others sources" of immunization services 
include occasional immunization campaign 
at schools or local union council office.
3. Respondent could mention more than one source.
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immunization and the appropriate age range for specific immunizations 
is more likely to increase the coverage of immunizations if the mother 
knows where and when these immunizations are available. Table 3-4 
shows that in the Intervention area the highest percentage of the 
respondents mentioned that they could get immunization at home from 
FVWs and Immunization workers. The existing Measles immunization 
program which offers Measles vaccine at home could be the reason why 
the majority of the respondents mentioned that source. However, a 
lower proportion of respondents, 39.6 per cent, mentioned Matlab 
upazila health centre / Hospital as a source. Matlab upazila health 
centre is the only place in the area where immunization services are 
offered regularly. An even lower proportion of respondents, 10.8 per 
cent, could correctly specify which day(s) source places were open. At 
Matlab upazila health centre immunization services for all four 
vaccines, DPT, BCG, Polio and Measles, are offered once a week.
In the Comparison area, surprisingly, the highest number of 
respondents, 53.4 per cent, mentioned that they could get immunization 
at home from immunization workers even though such a program did not
exist in that area. A lower proportion of respondents, 35.3 per cent, 
mentioned the Matlab upazila health centre/ Hospital as a source of 
immunizations.
3.2.4 Perception of disease seriousness
The perception of the severity of illness caused by these 
immunizable diseases may influence immunization decision processes for 
the mothers. It is important to examine whether the respondents 
consider the immunizable diseases as dangerous to the children. The
results indicate that at least three of these immunizable diseases were 
considered potentially dangerous by the respondents (Table 3-5).
In both the Intervention and the Comparison areas there was a
clear pattern of measles and tuberculosis being the major dangerous 
diseases, followed by whooping cough. In the Intervention area 77.9 per 
cent of the respondents considered measles as dangerous to the
children. Quite a high proportion of respondents also considered
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tuberculosis, 48.7 per cent, and whooping cough, 40.9 per cent, as 
potentially dangerous to the children. Very few respondents mentioned 
diphtheria, tetanus and polio as potentially dangerous.
In the Comparison area a similar pattern of perception of disease 
seriousness was observed. However, a lower proportion of respondents 
mentioned each of these diseases as dangerous. It seems that 
respondents in the Comparison area were less aware of the seriousness 
of those diseases.
Table 3-5: PERCENTAGE OF RESPONDENTS CONSIDERING SPECIFIC
DISEASES AS POTENTIALLY DANGEROUS TO THE HEALTH 
OF THEIR CHILDREN
Diseases Intervention Area Comparison Area
Measles 77.9 60.7
Tuberculosis 48.7 40.0
Whooping cough 40.9 20.0
Diptheria 8.4 2.0
Tetanus 9.1 2.0
Polio 5.8 0.7
N (154) (150)
Source: As in Table 3-1.
Note: Respondents could mention more than one disease.
The observed pattern of disease seriousness was not consistent 
with the ranking of the known world-wide case fatality rates (CF) of 
these diseases, as tetanus, tuberculosis and whooping cough have CF 
rates greater than 25 per cent while measles, diphtherea and polio have 
rates below 10 per cent (Benenson, 1985:233). As mentioned in Section 
3.2, tetanus has a few local names. Dhanustanker in rural areas of 
Bangladesh is considered a disease of adults while alga and takuria are 
considered as diseases during infancy. This definitional difference 
could be the reason that only a few respondents mentioned tetanus as 
dangerous to children, even though it is the major cause of infant and
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child deaths in the locality. The reason that very few respondents 
mentioned polio and diphtheria as dangerous could be that they were 
ignorant about these diseases. The prevalence of diphtheria and polio 
was also low. However, the prevalence rates were not available. 
Measles and whooping cough were fairly common diseases in the locality 
and that could be the reason why a large proportion of respondents 
considered those diseases as dangerous.
3.2.5 Attitudes and beliefs about the prevention of diseases
It is important to examine mother's beliefs and attitudes towards 
the prevention of diseases which may be associated with the practice of 
immunization. Table 3-6 shows the proportion of respondents suggesting 
specific methods of prevention for specific diseases. The largest 
proportion of respondents responding to the question was for measles, 
followed by tuberculosis. Though whooping cough was a fairly common 
disease in the locality, very few respondents suggested any method for 
the prevention of whooping cough. Diphtheria has a low prevalence and a 
negligible proportion of respondents suggested any method of prevention 
of that disease.
The results show that immunization was not considered as the only 
means to prevent certain diseases. There were local beliefs and local 
customs for the prevention and treatment of diseases. In the rural area 
of Bangladesh many believe that some diseases can be cured by daktari 
cikitsay (allopathic treatment), some by kabiraj (indigenous healers) 
and some by faith healing , for example, by using an tabiz (amulet) or 
with panipura (consecrated water) (Malony et al. , 1981:7). In the 
intervention area, while 56.4 per cent suggested a method for 
prevention , only 30.5 per cent suggested that immunization or 
injection could prevent measles. Because the term "injection" might be 
confused with the other injections (non-vaccine injections), the actual 
proportion of respondents recommending immunization might be even 
lower. Eight per cent of respondents suggested seeing the faith healer 
or staying ritually clean and observing certain rules and customs, for 
instance, wearing sanctified amulets. A large proportion of 
respondents, 13.6 per cent, who responded to the question could not
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specifically mention any method, but suggested that one need to be 
careful and not to make contact with the infected person.
The same pattern was observed for prevention of tuberculosis and 
whooping cough, where less than half of the respondents who suggested 
any method, recommended immunization as the means to prevent these 
diseases (Table 3-6). However, only a few respondents, 4.7 per cent, 
suggested any method for the prevention of diphtheria and more than 
half of these suggested immunization as a preventive measure. The 
reason could be that most of those respondents who suggested any method 
for diphtheria had higher education and were economically well off (see 
Chapter 4).
In the comparison area, immunization as a preventive measure, 
received even less importance. While 52.6 per cent of respondents 
suggested some method for prevention of measles only 6.7 per cent 
recommended immunization. The major proportion of respondents could not 
mention any specific method other than suggesting that one needed to be 
careful about the disease and not to make any contact with the infected 
person. Seeking advice from the faith healer and being ritually clean 
appears to be in second place (Table 3-6).
A similar pattern was observed for tuberculosis, whooping-cough 
and diphtheria, where a very low percentage of respondents perceived 
immunization as a means to prevent these diseases. For tuberculosis and 
whooping cough less than one third of the respondents who could specify 
any method suggested immunization. Very few respondents answered for 
diphtheria, and the results do not show any pattern.
3.3 Practice of Immunization
This section discusses the practice of four major types of 
immunization, DPT, BCG, Polio and Measles. The levels and patterns of 
use of immunization services will be examined by a number of variables, 
including level of correct knowledge, socio-economic, and demographic 
characteristics of mothers.
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Table 3-6: PERCENTAGE OF RESPONDENTS RECOMMENDING SPECIFIC
METHODS/SUGGESTIONS FOR THE PREVENTION OF 
SPECIFIC DISEASES
Intervention Area Comparison Area
Disease Disease
Suggested Method Dipth TB Measles WC Dipth TB Measles WC
Immunization/
Injection 2.6 11.0 30.5 9.0 0.7 9.3 6.7 4.0
Spiritual healer or
rituals 0.7 3.2 8.4 2.6 0.0 0.0 11.3 4.0
No contact with
infected/ carefull 0.7 10.4 13.6 9.0 0.7 15.3 26.6 8.0
Others 0.7 2.7 3.9 3.9 0.0 4.7 8.0 0.7
Don't know/Never
heard this disease 95.3 72.7 43.6 75.5 98.4 70.7 47.4 83.3
— — — — — — — —
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
N (154) (150)
Source: As in Table 3-1.
Notes:1. "Others" includes suggestions by husband, relatives and 
village doctors.
2. For the prevention of polio only four respondents responded 
to the question. Three recommended immunization and the 
other one mentioned that the husband would decide
what to do.
3. Dipth-diptheria, TB-tuberculosis, WC-whooping cough.
In Bangladesh immunization coverages for all four vaccines are 
still very low. Although the Bangladesh Government has recently 
undertaken an ambitious program of immunization to achieve the coverage 
target of 85 per cent of children under age 2 years by the year of 
1990, current immunization coverage is below 2 per cent for all four 
major vaccines i.e. DPT, BCG, Polio and Measles. Results from the 
Matlab study population also show that except for Measles
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immunization coverages for DPT, BCG, and Polio were very low (Table 
3-7). In the study area 23 per cent of the respondents had their 
youngest child immunized with Measles followed by BCG, 3.3 per cent, 
DPT, 3.0 per cent, and Polio, 1.3 per cent. In contrast to Measles, 
the coverage rates for the other three immunizations, DPT, BCG, Polio, 
do not show any significant differences between the Intervention and 
the Comparison area (Table 3-7). The reason for the considerably 
higher coverage of Measles in the Intervention area, 39.6 per cent, as 
compared to the Comparison area, 6.0 per cent, could be due to the 
Measles immunization program introduced by ICDDR,B in the Intervention 
area.
As immunization coverages for DPT and Polio were very low, in the 
analysis a child will be considered immunized with DPT and Polio if 
they had received at least one dose of DPT and Polio.
Table 3-7: PERCENTAGE OF RESPONDENTS WHO HAD THEIR YOUNGEST CHILD
IMMUNIZED WITH SPECIFIC IMMUNIZATIONS
Immunizations Intervention Area Comparison Area Total
DPT (3 doses)
(1 or 2 doses)
1.9| 2.6 
0.7 |
2.6| 3.3 
0.7 |
2.3| 3.0 
0.7 |
BCG 3.2 3.3 3.3
Measles ** 39.6 6.0 23.0
Polio 1.9 0.7 1.3
N (154) (150) (304)
Source: As in Table 3-1
Note: * p<0.05; ** p<0.01 (based on Z-test)
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3.3.1 Immunization practice by knowledge of diseases prevented
It could be argued that knowledge about what diseases are 
prevented by specific immunization might be associated with the 
acceptance of immunization. Several studies found that mothers with 
correct knowledge about the function of the specific immunization were 
more likely to have their children immunized than mothers with 
incorrect or no knowledge (Singarimbun, 1986:7; Markland, 1976:168). 
In this study a consistent pattern of higher coverages of the specific 
immunizations was also found to be associated with higher levels of 
knowledge of the correct function of each of the four types of 
immunization.
In the Intervention area the coverage rates of DPT, Polio and 
Measles immunizations were significantly higher for mothers with 
correct knowledge of the function of the immunization than for mothers 
with incorrect knowledge or no knowledge (Table 3-8). In the case of 
Measles 56.0 per cent of the respondents who knew the correct function 
of that immunization had their child immunized with Measles, while only 
9.2 per cent of the respondents who did not knew the function correctly 
had their child immunized with Measles. In the case of DPT it 
increased from zero per cent to 80 per cent and for Polio 1.3 per cent 
to 50 per cent. For BCG the difference in the coverage rates between 
mothers with correct knowledge and mothers with incorrect knowledge was 
also significant and the observed pattern showed higher acceptance 
among mothers with correct knowledge.
In the comparison area, the pattern of the proportions of children 
receiving any vaccination by knowledge of function was similar to that 
in the Intervention area. For each of the four types of immunization 
the coverage rates were higher for mothers having correct knowledge. 
Measles coverage rate rose from one per cent for respondents with 
incorrect or no knowledge to 17.4 per cent for respondents with correct 
knowledge. For DPT it rose from 0.7 per cent to 67.0 per cent, for BCG 
from zero cent to 6.4 per cent and for Polio the only person who knew 
the correct function had her child immunized with that vaccine.
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Table 3-8: PERCENTAGE OF RESPONDENTS WHOSE YOUNGEST CHILD HAD BEEN
IMMUNIZED WITH SPECIFIC IMMUNIZATIONS ACCORDING TO 
KNOWLEDGE OF CORRECT DISEASES PREVENTED
Intervention Area Comparison Area
Correct
knowledge
Incorrect
knowledge
Correct
knowledge
Incorrect
knowledge
Type of vaccine
DPT 80.0 ** 0.0 67.0 ** 0.7
(5) (149) (6) (144)
BCG 7.1 * 0.5 6.4 * 0.0
(56) (98) (78) (72)
Polio 50.0 * 1.3 100.0 ** 0.0
(2) (152) (1) (149)
Measles 56.0 ** 9.2 17.4 ** 1.0
(100) (54) (46) (104)
N (154) (150)
Source: As in Table 3-1.
Note: For each type of vaccine the numbers in the parentheses 
represent total number of respondents who had correct 
knowledge / incorrect knowledge.
* p<0.05; ** p<0.01 (based on Z-test)
Although levels of use are low, the pattern of positive association 
between knowledge and use is clear.
3.3.2 Practice of immunization according to knowledge of the 
appropriate age and doses for specific immunizations
Knowledge of appropriate age ranges for the commencement of 
specific immunizations may influence the utilisation of immunization 
services. Mothers who knew correctly the appropriate age of the child 
at which specific immunizations should be given would be expected to
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take the child to the clinic and have it immunized. The results from 
the present study support the expected pattern by showing a consistent 
pattern of higher coverage rates among mothers with correct knowledge 
for each of the four types of immunization, DPT, BCG, Polio and Measles 
(Table 3-9).
In the Intervention area 65.3 per cent of the respondents who knew 
the appropriate age to commence Measles immunization had their child 
immunized with that vaccine, as compared to 27.6 per cent of those who 
did not know the correct age for immunization. For BCG the coverage 
rate increased from 2.1 per cent to 14.3 per cent and for DPT and Polio 
all the respondents who knew the appropriate age had their child 
immunized, as compared to less than one per cent of mothers with no or 
incorrect knowledge for those immunizations (Table 3-9).
In the Comparison area the coverage rates for all four types of 
immunization were also consistently higher among mothers with 
knowledge. For DPT and Polio all the respondents who knew the correct 
immunization age had their child immunized with those vaccines while 
coverage rates were only 1.4 per cent and zero per cent for DPT and 
Polio respectively among mothers with no or incorrect knowledge. For 
Measles coverage rates increased from 3.1 per cent to 22.7 per cent 
among mothers with correct knowledge. The differences in the coverage 
rates for BCG, however, were not statistically significant but still 
showed the pattern of higher coverage among mothers with correct 
knowledge.
When the practice of immunization was examined by the level of 
knowledge of appropriate number of doses, a positive relationship was 
also observed. The results show that the immunization coverage rates 
were significantly higher among mothers who knew the correct number of 
doses for effective immunization course for all four immunizations 
under study (Table 3-10). For DPT and Polio the coverage rates 
increased from virtually zero to more than 77 per cent among the 
mothers with correct knowledge. For Measles it increased from 10.7 per 
cent to 57.5 per cent and for BCG 1.2 per cent to 11.1 per cent.
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Table 3-9: PERCENTAGE OF RESPONDENTS WHO HAD THEIR CHILD IMMUNIZED
WITH SPECIFIC IMMUNIZATION ACCORDING TO KNOWLEDGE 
OF CORRECT AGE TO RECEIVE IMMUNIZATION COURSE
Intervention Area Comparison Area
Type of Correct Incorrect or Correct Incorrect or
Vaccine knowledge no knowledge knowledge no knowledge
DPT 100.0 ** 1.3 100.0 ** 1.4
(2) (152) (3) (147)
BCG 14.3 * 2.1 4.8 3.1
(14) (140) (21) (129)
Polio 100.0 ** 0.7 100.0 ** 0.0
(2) (152) (1) (149)
Measles 65.3 ** 27.6 22.7 ** 3.1
(49) (105) (22) (128)
Source: As in Table 3-1.
Notes: 1. Numbers in the parentheses represent the number of 
respondents having correct/incorrect knowledge.
* p<0.05; ** p<0.01 (based on Z-test)
3.3.3 Practice of immunization according to the perception of disease 
seriousness
It could be argued that mothers who perceive that immunizable 
diseases are potentially dangerous to their children are more likely to 
use preventive services like immunization to protect their children. 
The results from this study also show that the immunization coverages 
were significantly higher among those who considered these diseases as 
dangerous and this pattern was consistent for all four vaccines, DPT, 
Polio, BCG, and Measles.
Thirty percent of the respondents who considered measles as 
potentially dangerous had their child immunized against measles as 
compared to only 6.5 per cent of mothers who did not consider measles 
as dangerous. For diphtheria the coverage rate for DPT increased from
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Table 3-10: PERCENTAGE OF RESPONDENTS WHOSE CHILD HAD BEEN IMMUNIZED
WITH A SPECIFIC IMMUNIZATION ACCORDING TO THE CORRECT 
KNOWLEDGE OF APPROPRIATE DOSES
Correct knowledge Incorrect or no knowledge
Type of vaccine
DPT 77.7 ** 0.7
(9) (295)
BCG 11.1 ** 1.2
(63) (241)
Polio 100.0 ** 0.3
(3) (301)
Measles 57.5 ** 10.7
(80) (224)
N (304)
Source: As in Table 3-1.
Note: Number in the parentheses represent the number of respondents 
having correct/ or incorrect knowledge.
* p<0.05; ** p<0.01 (based on Z-test)
1.7 per cent to 25.0 per cent and for polio from 0.7 per cent to 20.0 
per cent. Although quite a large proportion of respondents considered 
tuberculosis and whooping cough as dangerous, the coverage rates for 
immunizations against these diseases were very low. In Sub-section 
3.2.1 it was observed that most of the respondents did not know that 
DPT prevents whooping cough and tetanus, among other diseases, and that 
could be one reason why very few respondents used immunization against 
whooping cough,even though many considered that disease as dangerous. 
Nevertheless, the coverage rates show a consistent pattern of increased 
coverage with increased perception of disease seriousness.
In the following section the analysis will involve examination of 
the patterns of immunization practice by a number of socio-economic and 
demogragphic variables.
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Table 3-11: PERCENTAGE OF RESPONDENTS WHO HAD THEIR YOUNGEST CHILD
IMMUNIZED AGAINST SPECIFIC DISEASES ACCORDING TO 
THEIR PERCEPTION OF DISEASE SERIOUSNESS
Consider
dangerous
Don't know/ 
not stated
Diseases
Diptheria 25.0 ** 1.7
(16) (288)
Whooping cough 6.5 * 1.4
(93) (211)
Tuberculosis 4.4 2.4
(136) (168)
Polio 20.0 ** 0.7
(10) (294)
Measles 30.3 ** 6.5
(211) (93)
N (304)
Source: As in Table 3-1.
Note: Number in the parentheses represent the number of respondents 
conseder the disease dangerous or don't know.
* p<0.05; ** p<0.01 (based on Z-test)
3.4 Socio-Economic and Demographic Factors Affecting the Practice of 
Immunization
3.4.1 Occupation of husband
A person's occupation is the reflection of "the physical 
environment, his social milieu, his educational background, his income 
and his life style" (Kitagawa and Hauser, 1973:34). So, occupation may 
be considered an index of socio-economic status. Husband's occupation 
is also a reflection of socio-economic conditions associated with the 
health seeking behaviour of the household because in the rural
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patriachal society of Bangladesh, the husband plays a dominant role in 
the decision making process. For the purpose of the present analysis 
the occupation of husband will be classified into four major categories 
which are shown in Table 3-12.
Table 3-12: PERCENTAGE OF RESPONDENTS WHOSE YOUNGEST CHILD HAD BEEN
IMMUNIZED WITH SPECIFIC IMMUNIZATION ACCORDING TO 
OCCUPATION OF HUSBAND
Intervention Area Comparison Area
Type of vaccine Type of vaccine
N DPT(*) BCG(*) Polioi Measle N DPT(*) BCG Polio Measl
Husband's 
occupation
Cultivators
(landless) (30) 0.0 0.0 0.0 40.1 (14) 0.0 0.0 0.0 0.0
Cultivators
(own land) (31) 0.0 0.0 0.0 45.2 (28) 3.5 0.0 0.0 3.6
White collar(40) 10.0 12.5 7.5 47.5 (33) 12.1 9.1 3.0 9.0
Others (48) 0.0 0.0 0.0 25.0 (68) 0.0 2.9 0.0 7.4
Source: As in Table 3-1.
Notes: 1. Most of the respondents in the "White collar" category 
are sales and clerical workers and the remainder are 
professional and technical workers.
2. "Others" includes production and transport related, skilled
and unskilled workers.
3. Five respondents in the ntervention area and 7 respondents 
in the Comparison area mentioned that their husband had 
been sick and unemployed.
* p<0.05 (based on chi-square)
The results indicate that immunization coverages were consistently 
higher in the families of husband employed in white collar jobs. In the 
Intervention area no children in the families of husband with jobs
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other than white collar had been immunized with three of the vaccines 
DPT, Polio,and BCG. For Measles the highest coverage rate, 47.5 per 
cent, was also found among respondents whose husband had a white collar 
job. However, the observed coverage rates for Measles do not show any 
significant differences by occupational categories. This implies that 
if immunizations are offered at home then socio-economic status does 
not seem to have a strong influence on the practice of immunization.
A similar pattern was also observed in the Comparison area where 
the coverage was consistently higher in the families of husbands with 
white collar jobs. The only other categories other than white collar 
job holders having DPT and BCG immunized children were "cultivators 
(own land)" and the "Others" occupation groups. For all four vaccines, 
landless cultivators had not had their children immunized. However the 
results do not lead to any definite conclusion about the pattern of 
differentials in the coverage rates among the "Cultivators (own land)" 
and "Others" occupation groups.
3.4.2 Construction material of house and ownership of articles
Quality of housing as indicated by the construction materials used 
to build the roof and the wall of the main dwelling might be considered 
as a proxy for income status of the household. Use of tin for both roof 
and the wall of the house, which is expensive, might indicate higher 
income status. In the study villages 32 per cent of the main living 
houses had tin walls and tin roofs, 54.5 per cent had only tin roofs 
and thatch or mud walls and the remaining had thatch roofs and thatch 
or mud walls. The examination of immunization coverages by 
construction materials of dwelling shows a consistent pattern for all 
four immunizations, where the coverage rates were consistently higher 
for houses made of" all tin or brick". Households with tin roofs and 
tin walls (all tin) were observed to be more likley to have their 
children immunized with DPT. The results show that 8.1 per cent of the 
respondents with "all tin" houses had their children immunized with 
DPT, while virtually none of the respondents in other categories had 
their children immunized with that vaccine. For Polio 4.0 per cent of 
those who had "all tin" houses had their children immunized while no
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respondents from other categories had their children immunized for 
Polio. For Measles, coverage rates showed significant differences 
between the categories. For BCG, however, the differences in the 
coverage rates were not significant (Table 3-13). Nevertheless the 
results implies a higher acceptance of immunizations among the mothers 
of higher income status.
Table 3-13: PERCENTAGE OF RESPONDENTS WHOSE YOUNGEST CHILD HAD
BEEN IMMUNIZED WITH SPECIFIC IMMUNIZATIONS ACCORDING 
TO ECONOMIC STATUS
Type of immunization
Dwelling structure N DPT(*) BCG Polio(*) Measles(**)
No tin used (40) 0.0 0.0 0.0 10.0
Some tin used (165) 1.2 3.0 0.0 21.8
All tin or brick (99) 7.1 5.1 4.0 31.3
Total (304) 3.0 3.3 1.3 23.0
Articles owned N DPT BCG Polio Measles
None (70) 0.0 0.0 0.0 24.3
Traditional (94) 2.1 3.2 0.0 20.2
Modern (140) 5.0 5.0 2.9 24.8
Total (304) 3.0 3.3 1.3 23.0
Source: As in Table 3.1.
Note: * p<0.05; ** p<0.01 (based on chi-square)
When the practice of immunization was examined by possession of 
traditional and modern articles (TV, radio, watch, bicycle and sewing
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machine) a consistent pattern of higher coverage among respondents 
having some modern items was found. Results in Table 3-13 show that 
the coverage rate for DPT was found to be 2.4 times greater among 
mothers with some modern articles as compared to mothers with 
traditional items only ( cows, goats, boat). For BCG the rate was 1.6 
times greater and for Polio all the respondents who had their child 
immunized were from the category who owned some modern articles ( Table 
3-13). However, for Measles the data do not show any clear pattern of 
use of Measles immunization by the ownership of modern or traditional 
articles. As Measles vaccines were easily available in the study area, 
the coverage rates were higher among all categories and it seems that 
economic status did not influence the acceptance to a greater extent 
where immunization services were offered at the house of the 
respondents.
3.4.3 Education of parents.
Parents education is, to some extent, the reflection of the 
standard of living of the family. It is associated with family income, 
occupation and lifestyle that effect health care practice and, as a 
whole, the well being of the child. Education of parents, particularly 
mother's education, is believed to be the single most important factor 
associated with lower child mortality (Caldwell, 1979). An educated 
family may have better knowledge of hygiene and health care and is more 
likely to pay attention to preventive health care for their children.
The results from the study also indicate a consistent pattern of 
increase in the coverage rates as the level of education increases. In 
the Intervention area families where both parents had at least primary 
education were much more likely to immunize their children than those 
where parents had no education. For DPT and Polio all the respondents 
who had their children immunized by these vaccines were from families 
where both father and mother had at least primary education. For BCG 
and Measles the coverage rates were 2.3 to 7 times greater among "both 
educated" families compared to those where parents had no education. 
Except for Measles, the results show substantial differences in the 
coverage rates between "both educated" and "one of them educated"
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Table 3-14: PERCENTAGE OF IMMUNIZED CHILDREN ACCORDING TO PARENT'S
EDUCATION.
Education.
TotalBoth parents 
had no 
education
One of them 
has some 
education
Both parents 
have some 
education
Type of vaccine
DPT (**) 0.0 0.0 25.0 3.0
BCG 1.5 3.5 16.7 3.3
Polio (*) 0.0 0.0 16.7 1.3
Measles (**) 12.2 27.2 28.5 23.0
N (98) (83) (123) (304)
Source: As in Table 3.1.
Note: * p<0.05; ** p<0.01 (based on chi-square)
families. In the "one of them educated" group mostly men were educated, 
not women. This implies that mother's education seems to be more 
important than father's education in the practice of immunization. The 
relationship between maternal education and knowledge and attitudes 
towards immunization and immunization practice will be examined in 
detail in Chapter 4.
3.4.4 Practice of Immunization by maternal age and parity
Younger mothers are more likely to bring their child to the clinic 
for health care and more likely to immunize them. Some studies found 
that the use of preventive health services was affected by the age of 
mothers, with younger mothers reporting greater use of preventive 
services (Slessinger, 1976; Akesode, 1982). The results from this study 
also show that younger women are more likely to immunize their children 
compared with their older counterparts. However, the results show that
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the coverage was highest among the middle age groups, 25-29 (Table 
3-15). The reason could be that they are more educated with average 
schooling 2.7 years as compared to 2.2 years for >25 age category.
The size of the family may affect the use of preventive health 
services because mothers with a smaller number of children may have 
more time to spend on fewer children. The results also show that the 
smaller the family size the greater the likelihood that children are 
immunized. For all four types of immunization, DPT, BCG, Polio and 
Measles, mothers with 1 or 2 children were 3 to 12 times more likely to 
immunize their children by these vaccines. For Measles the differences 
in the coverage rates were also substantial between mothers with 1 or 2 
children and mothers with 3 or more children (Table 3-15).
3.4.5 Use of other health services
It is hypothesised that mothers who make use of other health 
services will also be more likely to use a preventive health service 
such as immunization, be more innovative and more likely to be health 
conscious and may have favourable attitudes towards modern medical 
care. Ante-natal care in the study villages was rather uncommon, with 
only 14.1 per cent of the respondents receiving ante-natal care. The 
results indicate a consistent pattern of higher coverages of
immunizations with higher levels of use of ante-natal care. 
Immunization coverages for DPT, BCG and Polio among the children of 
mothers who had received ante-natal care, were considerably greater 
than for mothers who did not have ante-natal care during their most 
recent pregnancy. For Measles, the coverage rates were higher and also 
showed a similar pattern (Table 3-16).
A similar pattern was also observed for current use of family 
planning. In the study villages 31.6 per cent of the respondents were 
current users of family planning at the time of the survey. The results 
show that the proportion of the respondents who had their child 
immunized with DPT, BCG, Polio and Measles was more than twofold for 
current users of family planning as compared to non-users.
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Table 3-15: PERCENTAGE OF RESPONDENTS WHO HAD THEIR YOUNGEST CHILD
IMMUNIZED WITH SPECIFIC IMMUNIZATION, BY AGE AND PARITY
Type of vaccine
i1 
lO 
1 
CM 
11 
V
Age Group. 
25-29 >30 Total
DPT 3.3 5.4 1.5 2.9
BCG 2.2 2.7 4.4 3.1
Polio 0.0 2.7 1.5 1.3
Measles 19.6 29.7 21.7 23.0
N (9 2 ) (74) (138) (304)
Number of children surviving
1 2 >2 Total
Type of vaccine — — —
DPT (**) 6.2 8.0 0.5 2.9
BCG 4.6 4.0 2.6 3.3
Polio 1.5 4.0 0.5 1.3
Measles 29.2 28.0 19.6 23.0
N (115) (144) (45) (304)
Source: As in Table 3.1.
Note: * p<0.05; ** p<0.01 (based on chi-square)
When immunization coverages are examined by the use of 
tetanus-toxoid during the recent pregnancy the pattern of higher 
coverage rates with higher use of tetanus-toxoid is observed (Table 
3-16). The results show significant differences in the coverage rates 
for Measles and Polio between the group who received TT and the group 
who did not. However, for BCG and DPT the coverage rates were low and 
the data do not show any clear pattern.
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Table 3-16: PERCENTAGE OF RESPONDENTS WHOSE CHILD HAD BEEN IMMUNIZED
WITH SPECIFIC IMMUNIZATIONS ACCORDING TO THE USE 
OF OTHER HEALTH SERVICES
Type of immunization
Recieved ante-natal 
care
N DPT (*) BCG Polio(** ) Measles
Yes (43) 9.3 6.9 6.9 30.2
No (261) 1.9 2.7 0.4 22.2
Currently using 
family planning
N DPT BCG Polio Measles(**)
Yes (96) 5.2 4.2 2.1 35.4
No (208) 1.9 2.9 1.0 17.3
Received tetanus-toxoid 
during last pregnancy N DPT BCG Polio Measles(**)
Yes (121) 4.1 3.3 2.5 42.9
No (183) 2.2 3.3 0.5 10.3
Source: As in Table 3-1.
Note: * p<0.05; ** p<0.01 (based on Z-test)
3.5 Reasons for Incomplete or no Immunization
Respondents were asked why their youngest child had not been 
immunized with any of the available immunizations. As immunization 
coverages were very low for all immunizations except Measles, the 
analysis will not examine the reasons for non-immunization for each of 
the immunizations separately.
The major reason given for not obtaining any immunizations, in 
both the Intervention and in the Comparison area, was that the 
immunization worker did not come to the house of the respondent. This
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lack of services is a problem in a soceity where women cannot easily 
travel to the clinic or hospital with their child. Of those who had
ever heard of immunizations but never obtained any immunizations, 56 
per cent in the Intervention area and 64 per cent in the Comparison 
area, gave that reason. As Measles immunization was offered at home by 
ICDDR.B in the Intervention area, it is not surprising that the major 
proportion of respondents expect immunization services at home in the 
Intervention area. Other immunizations are only available at the 
Matlab upazila health centre.
Table 3-17: PERCENTAGE OF RESPONDENTS MENTIONING SPECIFIC REASONS
FOR NOT HAVING YOUNGEST CHILD IMMUNIZED WITH 
ANY IMMUNIZATIONS
Reasons Intervention Area Comparison
Immunization worker didn't 
came to house 56.5 64.6
Chiid was too young 21.0 11.5
Child wasn't at home when 
immunization worker came 11.3 2.1
Forbidden by husband or 
father/mother-in-law 6.5 3.1
Child cried and didn't 
like immunizations 1.6 5.2
Didn't like to go to hospital 
for immunization 0.0 8.3
Others 6.5 5.2
N (62) (96)
Source: As in Table 3-1
Note: "Others" include "child was sick when immunization worker 
called", "heard that child get sick after immunization" 
and "no specific reason".
The second major reason in both the areas was that "child was too 
young to immunize". The EPI recommend immunization for DPT, Polio and
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BCG up to two years of age and for Measles 9 months to two years. 
Although at the time of the survey the age of the youngest child of all 
respondents was a minimum of 3 months, a high proportion of 
respondents, 21.0 per cent in the Intervention area and 11.5 per cent 
in the Comparison area, gave the reason that the child was too young
(Table 3-17). It seems that they were ignorant about the correct age
of immunization.
The third reason for non-immunization in the Intervention area was 
that the child was not home when the health worker called, 11.3 per
cent mentioning that reason. This is surprising because in the 
Intervention area at least Measles vaccine was easily available from 
village based FVWs. In the Comparison area the third major reason was 
that the respondent did not like to go to hospital to receive the
immunization and it seems that they do not consider immunizations to be 
valuable enough to spend time and effort to get them from the Matlab 
hospital. However, when they were asked whether they would accept 
immunizations if provided at home, many said that they would.
Among the other reasons for not obtaining an immunization were 
that respondents were "forbidden by their husband or mother-in-laws", 
"children cried at the time of immunization', "child was sick", and 
"did not think immunizations are effective measures against immunizable 
diseases".
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CHAPTER 4
MATERNAL EDUCATION, THE USE OF CHILDHOOD IMMUNIZATION AND
OTHER HEALTH SERVICES
4.1 Introduction
Many recent demographic studies have found that maternal education 
is one of the most important determinants of child mortality (see for 
example, Caldwell, 1979; Meegama, 1980). Maternal education, as 
Caldwell (1979) mentioned, is not merely a proxy for other 
socio-economic variables but acts as an independent determinant of 
child mortality. Although the mechanism by which maternal education 
exerts its beneficial effects on child health is not precisely known, 
explanations include behavioural and psychological changes in educated 
women. Caldwell (1979) speculates that education provides women with 
greater decison making power within the family, giving them the 
authority to overcome unhealthy traditional practices. Education also 
reduces fatalism and increases the capability to manipulate the modern 
world by utilising many of the alternatives in child care and treatment 
of illness becoming available in a rapidly changing society. Education 
of women also greatly changes the traditional balance of familial 
relationships, with significant effects on child care (Caldwell, 1979).
In the search for the mechanism through which education exerts 
beneficial effects on health, and thus morbidity, Mosley and Chen 
(1984) proposed a "proximate determinant" framework where all 
socioeconomic variables are believed to operate through five groups of 
"proximate determinants". While maternal education affects all the 
five groups of "proximate determinants", in this study the practice of 
immunization, one of the indicators of "personal illness control" is 
examined. Personal illness control behaviour, one of the five groups
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of "proximate determinants", has been found by some researchers to be 
associated with the education level of the mother. Higher education 
might lead to a greater tendency for the mother to take preventive 
measures to ensure better chances of survival of their children (Chase 
and Nelson, 1973:33; DaVanzo et al. , 1984).
In the light of the above theories this chapter looks at 
differentials in the practice of preventive health care, particularly
childhood immunizations and other preventive health services, by 
education of mothers. It is hypothesised here that an educated mother 
is more likely to have correct knowledge of immunizations, is more 
likely to consider immunizable diseases as dangerous and immunization 
as the most appropriate preventive measure against these diseases. 
Educated mothers are more likely to use available immunizations and
health services than - uneducated mothers.
4.2 Knowledge of Immunization According to Maternal Education 
4.2.1 Diseases protected against
In the previous chapter it was found that correct knowledge of
specific immunizations was positively associated with the acceptance of 
the specific immunizations. An educated mother may have better 
knowledge of hygiene and health care and be more likely to know the
function of immunizations. The results in the Table 4-1 indicate a 
consistent pattern of increasing levels of correct knowledge as the 
respondent's educational level increases. For each of the four types of 
immunization, the level of correct knowledge of the function of the 
specific immunizations rose with increasing education. Marked 
differences in the level of knowledge were observed for DPT and Polio 
immunizations, where level of knowledge increased from virtually zero 
to 28 per cent in the case of DPT and eight per cent in the case of 
Polio for mothers with high school education as compared to mothers 
with no education. However, the overall level of knowledge for DPT and 
Polio immunizations was very low and there seems to be some threshold 
effect with those women with up to primary education all having a 
similarly low level of knowledge.
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For all education groups the level of knowledge of the function of 
Measles and BCG were higher than for the two other immunizations. 
Although levels of knowledge for these two vaccines show a positive 
relationship with maternal education, the differences appear to be 
narrower. In Chapter 3 it was mentioned that for BCG and Measles 
probing with local terms zaksha and lunti were used in the question 
about knowledge. This might have resulted in an observed high level of 
knowledge for uneducated mothers. Another reason why those who had 
their children immunized against measles have a better knowledge of 
appropriate ages for this would be the information presumably gaind by 
such parents in the recent measles immunization campaign.
4.2.2 Age range of immunization
In the study area the level of knowledge for the appropriate age 
range for specific immunizations was very low with less than one third, 
30 per cent, of the respondents having correct knowledge of the 
appropriate age for Measles, followed by BCG 13.5 per cent, DPT 2.6 per 
cent and Polio 1.3 per cent. However for all types of immunization 
there was a consistent pattern of increasing knowledge of appropriate 
age range with increasing level of education (Table 4-2).
Although for all types of vaccine a positive relationship was 
observed between education and the likelihood that the mothers knew the 
appropriate age range, marked differences were observed for DPT and 
Polio immunizations. In both cases mothers with higher education had 
considerably greater knowledge than mothers with no or little 
education. For Measles and BCG the level of knowledge were higher and 
the proportion of respondents having correct knowledge increased 
steadily with increasing levels of education. However, the differences 
were somewhat narrower. The reason for such a pattern could be that the 
mass Measles immunization program which was undertaken by ICDDR'B in 
1982 could have some positive relationship with increased levels of 
knowledge of Measles immunization. Those who had their children 
immunized against measles might have better knowledge of the 
appropriate age range simply because they knew at what age their
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Table 4-1: PERCENTAGE OF RESPONDENTS KNOWING THE FUNCTION OF
SPECIFIC IMMUNIZATIONS ACCORDING TO MATERNAL EDUCATION
Education (Years)
No Schooling
0
Primary
1-5
High School 
6+
DPT
Know correct disease(s) 
protected against 0.0 3.3 28.0 **
Incorrect disease(s) 0.0 0.0 0.0
No knowledge/Never heard 100.0 96.7 72.0
BCG
Know correct disease(s) 
protected against 39.0 46.7 64.0
Incorrect disease(s) 0.6 0.0 0.0
No knowledge/Never heard 60.3 53.3 36.0
Measles
Know correct disease(s) 
protected against 42.1 51.7 68.0
Incorrect disease(s) 0.0 0.8 0.0
No knowledge/Never heard 57.9 47.5 32.0
Polio
Know correct disease(s) 
protected against 0.0 0.8 8.0 **
Incorrect disease(s) 0.0 0.0 0.0
No knowledge/Never heard 100.0 99.2 92.0
N (159) (120) (25)
Source: As in Table 3-1.
Note: For DPT knowledge of the function of vaccine was considerd 
correct if the respondent mentioned any of the three 
diseases, diptheria, whooping cough and tetanus.
** p<0.01 (based on chi-square)
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children had been immunized or from information received from this 
particuler recent immunization campaign.
4.2.3 Knowledge of correct number of doses
knowledge of how many doses are required for specific types of 
immunization was also observed to be positively related to the
education level of respondents (Table 4-3). The overall level of 
correct knowledge for all types of immunization was very low. For DPT
and Polio only a few respondents could mention the correct number of
doses. Most of them were of high education status and none of them
were illiterate.
For BCG the level of correct knowledge increased steadily with 
increasing education, with an almost threefold increase for the higher 
education group as compared to the illiterate group (Table 4-3). For 
Measles, however, the differences were narrower. For both
immunizations, i.e. BCG and Measles, a significant number of 
respondents mentioned more than one dose. However, in both cases, the 
percentage of respondents mentioning incorrect doses decreased with 
increasing levels of education.
4.2.4 Knowledge of source of immunizations
Another aspect of education affecting the use of immunization 
services is whether or not mothers know the place where they can obtain 
immunizations for their children and the correct time when those 
immunization services are available. In the Matlab study area
Government immunization services are offered once a week at the Matlab 
upazila health centre,, where all the above types of immunization were 
available. In the Intervention area ICDDR,B offers only Measles 
immunization through village based FVWs and the Government health 
centre at Matlab is the only place where all immunizations are 
available regularly.
The results in Table 4-4 indicate an increasing proportion of
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Table 4-2: PERCENTAGE OF RESPONDENTS KNOWING THE CORRECT AGE FOR
SPECIFIC IMMUNIZATION, BY EDUCATION OF MOTHER
Education (Years)
No Schooling
0
Primary
1-5
High School 
6+
DPT
Know correct age 0.0 1.7 24.0 **
Know incorrect age 0.0 1.7 4.0
No knowledge/Never heard 100.0 96.6 72.0
BCG
Know correct age 7.5 15.0 44.0 **
Know incorrect age 5.7 10.8 12.0
No knowledge/Never heard 86.8 74.2 44.0
Polio
Know correct age 0.0 0.8 12.0 **
Know incorret age 0.0 0.0 0.0
No knowledge/Never heard 100.0 99.2 88.0
Measles
Know correct age 21.4 31.7 44.0 **
Know incorrect age 5.7 11.7 16.0
No knowledge/Never heard 72.9 56.6 40.0
N (159) (120) (25)
Source : As in Table 3.1
Note: Correct knowledge of age range was taken as 6 weeks to 24
months for DPT, BCG and Polio and for Measles 9 to 24
months.
** p<0.01 (based on chi-square)
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Table 4-3: PERCENTAGE OF RESPONDENTS WHO KNEW THE CORRECT NUMBER OF
DOSES FOR SPECIFIC IMMUNIZATION, BY MATERNAL EDUCATION
Education (Years)
No schooling Primary High School 
0 1-5 6+
Type of vaccine
DPT
Correct knowledge 0.0 3.3 20.0
Incorrect knowledge 0.0 1.7 8.0
No knowledge/Never heard 100.0 95.0 72.0
BCG
Correct knowledge 17.0 20.0 46.0
Incorrrect knowledge 6.3 8.3 10.0
No knowledge/Never heard 76.7 71.7 44.0
Polio
Correct knowledge 0.0 0.0 12.0
Incorrect knowledge 0.0 0.8 0.0
No knowledge/Never heard 100.0 99.2 88.0
Measles
Correct knowledge 21.4 31.7 32.0
Incorrect knowledge 8.8 10.8 16.0
No knowledge/Never heard 69.8 57.5 52.0
N (159) (120) (25)
Source: As in Table 3.1
Notes: Expanded Programme of Immunization in Bangladesh recommend
three doses for DPT and Polio. For BCG and Measles 
recommended dose is one.
** p<0.01 (based on chi-square)
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respondents mentioning Matlab health centre as the source of 
immunizations with increasing levels of education. This implies that 
more educated mothers are more likely to know the right places to get 
immunization services. A similar pattern emerged for the knowledge of 
time of availabilty of immunization services, showing that educated 
mothers are more likely to know when immunization services are 
available.
Table 4-4: PERCENTAGE OF RESPONDENTS MENTIONING DIFFERENT SOURCES
OF IMMUNIZATION, BY MATERNAL EDUCATION
Education(Years)
Sources of immunization
No schooling 
0
Primary
1-5
High School 
6+
Matlab health centre or 
Hospital 38.4 43.3 64.0 *
Other sources 30.8 36.7 24.0
Don 11 know/ Never heard 
of immunizations 30.8 20.0 12.0
N (159) (120) (25)
Know time when immunization 
services are available
Correctly 6.3 12.5 32.0 **
Incorrectly/ don't know 93.7 87.5 68.0
N (159) (120) (25)
Source: As in Table 3-1
Note: * p<0.05; ** p<0.01 (based on chi-square)
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4.3 Maternal Education, Perception of Disease Seriousness and Perceived 
Means of Prevention
The perception of severity of illness caused by immunizable 
diseases may influence the immunization decision of mothers. Education 
may affect awareness of the seriousness of these diseases. An educated 
mother is expected to be more likely to consider immunizable diseases 
as dangerous, meaning potentially fatal to their children. They are 
likely to be less fatalistic and more likely to consider immunization 
as a means to prevent those diseases.
Table 4-5 shows a clear positive relationship between education 
level of mother and the likelihood that she will consider these 
diseases dangerous. For the combined sample the proportion of 
respondents who considered measles as dangerous increased from 62.3 per 
cent for uneducated mothers to 84 per cent for mothers with high school 
education. For tuberculosis it increased from 40 per cent to 68 per 
cent and for whooping cough from 25.5 per cent to 48 per cent. 
Although very few respondents mentioned tetanus, polio and diphtheria 
as dangerous, the pattern of increasing awareness of disease 
seriousness by increasing educational level was clear.
It could be argued that awareness of the immunizable diseases and 
belief that they are potentially dangerous does not necessarily imply 
that the respondents consider immunization to be the most appropriate 
approach to prevention. Results in the previous chapter showed that 
for many respondents immunization was not the recommended method to 
prevent immunizable diseases. Some studies show that there are local 
beliefs about the causes of diseases and local custom for the 
prevention and cure of those diseases (Asraf et al. , 1982). So another 
aspect of education affecting the use of immunization services is 
whether or not immunizations are perceived by mothers as a means to 
prevent immunizable diseases.
As Measles vaccines were easily available only in the Intervention 
area the differentials for Measles were examined separately. Results 
in Table 4-6 indicate a positive relationship between educational level
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Table 4-5: PERCENTAGE OF RESPONDENTS WHO CONSIDER SPECIFIC
IMMUNIZABLE DISEASES AS DANGEROUS, BY MATERNAL EDUCATION
Education (Years)
No Schooling 
0
Primary
1-5
High School 
6+
Immunizable diseases
Measles 62.3 75.0 84.0 *
Tuberculosis 40.0 47.5 68.0 *
Whooping cough 25.5 34.2 48.0 *
Tetanus 3.8 5.8 16.0 *
Diptheria 2.5 5.0 24.0 **
Polio 1.9 2.5 16.0 **
N (159) (120) (25)
Source: As in Table 3-1
Note: Respondent could mention more than one disease.
* p<0.05; ** p<0.01 (based on chi-square)
of the mother and the likelihood that she perceived immunization as a 
preventive measure for measles. Marked differences were observed when 
mothers with higher education were compared with mothers with little or 
no education.
A consistent inverse relationship between the proportion of 
respondents suggesting the spiritual healer to prevent these diseases 
and education level of mother is also evident from the results. While 
14.1 per cent of uneducated mothers suggest spiritual healer, less than 
5 per cent of mothers having some education suggested that method as a 
means to prevent immunizable diseases. This supports Caldwell's (1979) 
speculation that education brings about a change in the traditional 
beliefs and fatalistic attitudes of of mother.
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Table 4-6: PERCENTAGE OF RESPONDENTS RECOMMENDING SPECIFIC METHODS
OF PREVENTION FOR MEASLES, BY MATERNAL EDUCATION
Education (Years)
No Schooling Primary High School 
0 1-5 6+
Recommended method of 
prevention
By Immunization/ Injection 13.5 20.8 44.0
No contact with infected person 21.2 18.3 24.0
Suggestion from spiritual healer 14.1 5.8 4.0
Others 3.8 9.2 4.0
Don't know/ not stated 47.4 45.9 24.0
N (159) (120) (25)
Source: As in Table 3-1
Note: ** p<0.01 (based on chi-square)
For the other three diseases, diphtheria, whooping cough and 
polio, the overall proportion of respondents recommending immunization 
as an appropriate preventive measure were very low (Table 4-7). For 
each of these three types of disease a similar pattern appears, showing 
a positive relationship between education and the proportion of 
respondents recommending immunization to prevent immunizable diseases. 
Results also show that for each of the three types of disease the 
proportion of respondents recommending immunization was substantially 
higher for the higher educational group than for mothers with little or 
no education. There seems to be some threshold effects of these women 
with no schooling or with primary education, all having a similarly low 
proportion mentioning immunizations.
For each of the above cases a considerable proportion of
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respondents in each educational category suggested that to be aloof 
from the infected person and to be careful about the disease would be a 
means of preventing those immunizable diseases. However, no clear 
pattern is observed by education level of the respondents.
4.4 Maternal Education and Practice of Immunization
Education, as Caldwell (1979) mentioned, provides women with 
greater authority to overcome unhealthy traditional practices. An 
educated mother may have better knowledge of hygiene and health care 
and is more likely to give more attention to preventive health care for 
their children. In previous sections it was found that higher educated 
mothers had better knowledge about the function of the immunizations, 
and were more likely to know the right place and time of availability 
of immunization services. These characteristics of educated mothers 
might be translated into a higher rate of practice by higher educated 
mothers.
Although the overall immunization coverages for most of the 
vaccines were rather low, the results support the expected pattern, 
indicating a consistent increase in coverage as the level of education 
increases. In the Intervention area mothers with high school education 
were much more likely to immunize their children than mothers with no 
or little education. The differences in the coverage for Measles 
vaccine were somewhat narrower but still showed a consistent pattern 
(Table 4-8).
In the comparison area the pattern was consistent for all four 
immunizations, showing substantially higher levels of coverage for 
higher educated mothers as compared to mothers with no or little 
education.
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Table 4-7: PERCENTAGE OF RESPONDENTS RECOMMENDING SPECIFIC METHODS
OF PREVENTION FOR WHOOPING COUGH, TUBERCULOSIS AND 
DIPTHERIA BY MATERNAL EDUCATION
Education (Years)
No schooing
0
Primary
1-5
High School 
6+
Recommended method for
whooping cough
Immunization/ Injection 5.8 5.0 24.0 **
No contact with infected person 6.4 10.8 12.0
Suggestion from spiritual healer 5.8 0.8 0.0
Others 0.6 4.2 0.0
Don't know 81.4 79.2 54.0
Recommended method for
tuberculosis
Immunization/ Injection 5.8 10.8 24.0 **
No contact with infected person 13.5 6.7 12.0
Suggestion from spiritual healer 1.9 1.7 4.0
Others 3.8 1.7 0.0
Don't know 75.0 79.1 54.0
Recommend method for diptheria
Immunization/ Injection 0.6 0.8 12.0 **
No contact with infected person 0.0 0.8 4.0
Suggestion from spiritual healer 0.6 0.0 0.0
Others 0.6 0.0 0.0
Don't know 98.2 98.4 84.0
N (159) (120) (25)
Source: As in Table 3-1
Note: ** p<0.01 (based on chi-square)
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Table 4-8: PERCENTAGE OF RESPONDENTS WHOSE YOUNGEST CHILD HAD BEEN
IMMUNIZED WITH SPECIFIC VACCINES, BY MATERNAL EDUCATION
Education (Years)
No schooling Primary High School
0 1-5 6+
Intervention area
Type of vaccine
Measles 34.0 44.5 40.0
BCG 0.0 4.2 13.3 *
DPT 0.0 1.4 20.0 **
Polio 0.0 0.0 20.0 **
N (154) (67) (72) (15)
Comparison area
Type of vaccine
Measles 2.2 8.3 30.0 **
BCG 2.2 2.1 20.0 **
DPT 0.0 4.2 30.0 **
Polio 0.0 0.0 10.0 **
N (150) (92) (48) (10)
Source: As in Table 3-1
Note: * p<0.05; ** p<0.01 (based on chi-square)
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4.5 Maternal Education and the Use of Other Health Services
It is hypothesised that mothers who make use of other available 
preventive and curative health services are more likely to accept 
immunizations for their children. A positive relationship between 
education and the use of other health services may have some relevance 
to the higher acceptance rate of immunization by better educated 
mothers.
Table 4-9 indicates the pattern of use of other health facilities 
related to pregnancy and childbirth and also the use of tetanus-toxoid 
to avoid neonatal deaths. A positive relationship of the use of 
ante-natal care with increasing education of mother is observed. In 
the Intervention area the proportion of respondents who had received 
ante-natal care during the last pregnancy is almost four times as big 
for the higher educated mothers as compared to mothers with no 
education. However, for mothers with some primary education the 
improvement does not seem to be substantial compared to uneducated 
mothers. A similar pattern was also observed in the Comparison area 
(Table 4-9).
A positive relationship in the use of tetanus-toxoid immunization 
and the presence of a doctor or nurse at the time of child delivery 
with mother's education level was also observed. In the Intervention 
area MCH-FP program offer tetanus-toxoid to pregnant mothers and 
therefore a large proportion of respondents mentoined that they had 
taken at least one dose of tetanus-toxoid. Although in the Comparison 
area a very low proportion of respondents had taken tetanus-toxoid the 
pattern is clear showing substantial differences in the use of 
tetanus-toxoid between mothers with secondary education and mothers 
with little or no education.
The use of curative care, based on the enquiry about what type of 
treatment the respondent had sought when the child had been sick with 
diarrhoea, also shows a consistent pattern of increasing use of modern 
medicine or ORS (oral rehydration salt) with increasing levels of 
education. In Matlab DSS area ORS are freely distributed and diarrhoeal
Table 4-9: PERCENTAGE OF RESPONDENTS WHO USED OTHER HEALTH 
SERVICES, BY MATERNAL EDUCATION
Intervention Area Comparison Area
Education(Years) Education(Years)
0 1-5 6 + 0 +COIOi
Ante-natal care
Yes 11.9 15.3 53.3 ** 7.9 12.5 30.0
No 88.1 84.7 46.7 92.1 87.5 70.0
Received
tetanus-toxoid
1 or more 
doses 55.2 76.4 73.3 * 7.8 6.3 30.0
Not received 40.3 22.2 20.0 92.2 91.6 70.0
Don11 know 4.5 1.4 6.7 0.0 2.1 0.0
Attendant at 
birth
Doctor/nurse 3.0 4.2 13.3 1.1 2.1 20.0 *
Midwife/
relatives 97.0 95.8 86.7 98.9 97.9 80.0
N (67) (72) (15) (92) (48) (10)
Source: As in Table 3-1
Note: * p<0.05; ** p<0.01 (based on chi- square)
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treatment is freely available at the Matlab center. Neverthless marked 
differences in the use of modern treatment were observed between 
mothers with some education and uneducated mothers (Table 4-10). 
Current use of family planning also showed an increasing use by 
education of mothers. However, the pattern showed somewhat lower use by 
the most educated mothers than by mothers with primary education. A 
possible reason could be that higher educated mothers were of lower 
parity and they had not yet started practising family planning.
Table 4-10: PERCENTAGE OF RESPONDENTS WHO USED OTHER HEALTH
SERVICES, BY MATERNAL EDUCATION
Education 
No schooling
(Years) 
Primary High school
0 1-5 6+
Diarrhoeal Treatment
ORS/Modern treatment 69.5 79.2 87.5
Traditional/spiritual 30.5 20.8 12.5
N (72) (53) (8)
Currently using 
family planning
Yes 26.0 39.0 32.0
No 74.0 61.0 68.0
N (159) (120) (25)
Source: As in Table 3-1
To summarise, education was found to strongly affect the level of
health knowledge and utilization of preventive health services.
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CHAPTER 5
SUMMARY AND CONCLUSION
5.1 Summary
Overall knowledge of immunization in both the Intervention area 
and the Comparison area was quite low. Although for Measles and BCG 
quite a high proportion of respondents had correct knowledge of the 
function, very few had correct knowledge about the appropriate age 
range and appropriate doses. Knowledge of the right source of 
immunization was also poor in both areas.
Immunization coverages for all vaccines were very low. Only 
Measles coverage in the Intervention area was comparatively higher 
because of the recent Measles immunization program introduced by 
ICDDR,B. Except for Measles, differences in the coverage rates between 
the Intervention area and the Comparison area were not substantial.
Acceptance of immunization services for most of the vaccines was 
found to be positively correlated with overall knowledge of 
immunization. For BCG acceptance did not show a strong relationship 
with knowledge levels. Perception of disease serioüsness had a positive 
relation with acceptance of immunization against those diseases. 
However, for tuberculosis the relationship was somewhat weaker.
Occupation of the husband was found to associated with acceptance 
of immunizations. For all vaccines families where husband had white 
collar jobs were found to be more likely to immunize their children. 
Other indicators of economic status, such as construction materials for 
the main dwelling and ownership of modern goods, were also found to 
have a positive relationship to acceptance, although this relationship 
was somewhat weaker. Parental education had a positive influence on the
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acceptance of immunization services. Acceptance was consistently higher 
among families where both parents were educated. Utilization of family 
planning and maternal and child care health services was also found to 
have a positive relationship with the acceptance of immunization 
services.
Maternal education was found to be positively associated with 
overall knowledge about immunization. Educated mothers were found to be 
more likely to consider immunizable diseases as potentially dangerous 
and more likely to perceive immunization as the appropriate means to 
prevent these diseases. On the other hand, higher level of education 
tended to decrease dependence on traditional and indigenous methods of
prevention. The practice of immunization was low for most
immunizations but maternal education showed a strong positive
relationship with acceptance rates. The mechanism through which
education exerts a positive impact on acceptance might be that educated 
mothers have better knowledge of immunization and have favourable 
attitudes towards it. A similar positive relationship between 
education and utilisation of other preventive health services has also 
been found.
The well known relationship between maternal education and infant 
and child mortality was mentioned. Immunization was taken as an 
indicator of one of the proximate determinants of mortality and the 
pattern observed here was consistent with the hypothesis that educated 
mothers have better health knowledge and are more likely to utilise 
preventive health services, thus ensuring better survival of their 
children.
5.2 Conclusion
The Expanded Programme of Immunization in Bangladesh set the 
objective of universal child immunization by 1990. However, this 
objective can only be realised by providing people full access to 
immunization facilities and at the same time creating a community 
demand for those services. This study tried to identify the factors 
that seem to influence the acceptance of immunization services.
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In general the findings of this study support the proposition that 
utilisation of childhood immunization services is related to overall 
knowledge about immunization services and socio-economic 
characteristics of the mothers. Greatest neglect for such services was 
evident among groups with poor knowledge and awareness, limited 
education and non-white collar occupations. The mechanism through which 
education affects the practice of childhood immunization was through 
better knowledge of the appropriate age for immunizations, knowledge of 
the place and time where immunization services were available, greater 
awareness of the disease risk and favourable attitudes towards 
immunization as a perceived means of prevention of immunizable 
diseases. These findings suggest the need for more adequate education 
of the public concerning the need for preventive health care. The 
primary health care strategy should be geared to produce greater health 
awareness, based on more reliable information sources.
The positive association between utilisation of other health 
services and acceptance of immunization implies that those who do not 
use the clinic for other health services are less likley to go to the 
clinic to immunize their children. This implies that a clinic based 
health■service network and dissemination of health information may fail 
to reach the "hard to reach" group, those who are poor, traditional, 
uneducated and reluctant to go to clinic for immunization and other 
health services. The effective approach to disseminate information 
about immunization and delivery of immunization services could be 
community based health workers in the national primary health care 
infrastructure. These health workers, with proper training, could 
effectively educate mothers to understand their health needs and 
develop awareness through home visits or contacts.
No substantial differences in immunization coverage rates, except 
for Measles, were found between the Intervention area and the 
Comparison area. Measles coverage rates in the Intervention area did 
not show a strong relationship with socio-economic characteristics of 
respondents. This implies that immunization services delivered to the 
target population close to the residence of the children could increase
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acceptance among the groups of mothers who otherwise would not utilize 
immunization services.
Finally, this study was limited to a small sample and small 
geographical area of Bangladesh. This points to the need for a wider 
study using a large, representative sample to generalise the findings 
to all Bangladesh.
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APPENDIX A
QUESTIONAIRE OF KAP STUDY ON CHILDHOOD IMMUNIZATION, 
MATLAB, BANGLADESH, 1986
SAMPLE IDENTIFICATION.
Respondent CID No:----------------
Bari Name: ------------------- Village Name:
Religion:---------------------
INTERVIEW STATUS.
Interview calls: | Date: | * Result code:
1
2
* Results code:
1- Completed
2- Respondent not at home
3- Refused
4- Other--------(specify)
Interviewed by | Verified by | Coded by
Name
Date
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A: BACKGROUND INFORMATION
First, I would like to ask about you and your family.
1. What is your age? Years_____Months____
2. Are you currently married?
{If not cuurently married stop interview)
3. What is the age of your youngest child?
{If the age of the youngest child is more than 5 years stop 
the interview)
4. Has you ever been to school? Yes___  No_____
5. What level did you complete?
No of years in school________
6. Have your husband ever been to school? Yes__  No____
7. What level did he complete?
No of years in school________
8. Apart from housework (e.g. childcare, cooking, washing, cleaning
etc.) do you/ did you do any other work? Yes___  No________
9. What kind of work do you/ did you do?
currently______________________
in past _______________________
10. What work does your husband do? __________________________
{Write primary occupation. If unemployed write "none")
11. Condition of the house:
{Do not ask this of the respondent. Circle the construction 
material from observation)
Walls Floor Roof
Thatch/bamboo Earth 
Earth Brick
Wood/tin(mixed) 0ther_ 
Brick
Other __
Thatch
Tin
Brick
Other
12. Do you or your husband own one or more of the following 
items?
Items: Number:
Bicycle
Sewing maching 
Radio/ TV 
Watch/wallclock 
Boat
Cows/Bulls
Goats
Others_________
{specify)
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13. Now I would like to ask you about all your children, including 
those who have died or are living else where.
(Begin with the first born/oldest child)
Birth order: Child's Name: Date of birth: Status If dead
alive/dead age at death
1. 
2
3
4
5
6
7
8
9
10
14. Do you breastfeed your youngest child? Yes___ No_
{If yes skip to Q16.)
15. Until what age did you breastfeed? Years__  Months
B. IMMUNIZATION: KNOWLEDGE AND PRACTICE.
Now I would like to ask some questions about health care.
16. Have you or your children been given cholera vaccine in the
recent vaccine trial? Yes____  No______
{If yes skip to Q18.)
17. Why have you not taken cholera vaccine?
18. Have you ever heard about other immunizations{pratisedhak 
tika or foot)'?
Yes---- No----- ( If no skip to Q34.)
19. Do you know why children are immunized?
Now I would like to ask you about the following kinds of 
immunization.
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(Repeat Q20 to Q24 for each type of vaccine.)
Types of immunization.
| DPT
l - 11 BCG | Polio1 | Measles1 | TT _ |
20. Ever heard of ....
11 11 11 11 I1
21. Prevent what disease(s) 1 1 1 1 1
22. How many times need 
injections needed?
11 11 11 11 11
23. At what age injection 
should be given?
!
!
11 11 11 11
24. In what part of the 
body injection given?
11 11 11 11 11
25. From whom or where did 
immunizations?
you obtain information about
{ask for immunizations other than cholera vaccine. Tick the
appropriate source of information.)
1- Health clinic doctor/nurse
2- Private village practitionar
3- Immunization health worker
4- ICDDR'B Village Female Worker(VFW)
5- Family planning clinic
6- Family planing Field Worker
7- Traditional midwife
8- Village Headman
9- Husband/relatives
11- Radio/TV
12- Newspaper/Poster
13- Neighbour
14- Other________
(Describe)
26. Where can your child be immunized?
(Write on the table of next question.)
27. Do you know when the immunization services are open?
Place Day and time Distance(mile) from
open respondent's house
1 . 
2
3.
4.
28. Has your youngest child ever been immunized? 
Yes No {If Yes skip to Q30.)
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29. Why has your youngest child not been immunized?
30. Has your 2nd youngest child ever been immunized?
Yes_____  No____  (If Yes skip to Q31.)
31. Why has your 2nd youngest child not been immunized?
(Ask question 32 if youngest or 2nd youngest child 
ever been immunized by any immunization(s))
32. What was the date of immunizations)?
Immunization Date
Youngest child | 2nd youngest child
DPT
1st 2nd
---- 1-----
1i
3rd
-------- 1-
11
1st 2nd
-1---- 1-
1 1
-1 - 1
3rd
BCG
Polio
1
1xxxxx
---- 1-----
11
1
X X X X X X X X XI
-------- 1-
11
1
1x x x x xI
-1— 1-
1 I_ 1 1 _
xxxxxxxxxx
Measles
1
1xxxxx
1
XXXXXXX I
1 1
Ix x x x xI xxxxxxxxxx
(If any of the above boxes are empty ask Q33.)
33. Why have your child/children not been immunized completly?
34. Has your youngest child or 2nd youngst child ever suffered from 
the following dieases? (Write Yes or No.)
Diseases Youngest child 2nd Youngest child
Diptheria
Tuberculosis
Polio
Measles
Whooping cough 
Tetanus
(Ask the following question if child/children have been 
immunized)
35. If your youngest or 2nd youngest child has suffered from
any of above diseases, was that before or after immunization?
(Write "before" or "after")
Diseases Youngest child 2nd Youngest child
Diptheria
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Tuberculosis
Polio
Measles
Whooping cough 
Tetanus
36. According to you are any of the above mentioned diseases
dangerous? Yes_____ No______
37. Which diseases are dangerous?
38. What method would you recommend for the prevention of these 
disease(s)? (Fill in the following table)
Diseases Recommended method Recommended method
of prevention of cure
Diptheria
Tuberculosis
Polio
Measles
Whooping cough 
Tetanus
39. What method would you recommend for cure of the above diseases?
(Fill in the above table)
(Ask the questions Q40 to Q48 of those who ever sought 
immunization for their children.)
40. Did the health worker tell you that your child might experience 
some reaction (eg. fever) after immunization?
Yes______ No_________
41. What symptom(s) did the health worker mentioned?
42. Did the health worker give any remedies for any of the 
symptoms that occured after immunization?
Yes_____No__________ Can't remember_______
43. Were you ever refused immunization because the child had fever 
or other sickness?
Yes______ No______ Can't remember___________
44. What sickness did your child have?
45. Have your child ever been refused immunization for any other 
reasons?
Yes___  No______
46. What were the reasons?
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47. Have you had any experience or heard of any experience which 
makes you dissatisfied with immunization for children?
Yes_____ No______ Can't remember______
48. What was that experience!s)?
C. USE OF OTHER HEALTH SERVICES.
Now I would like to ask about the use of some other health 
facilities.
49. Did you get ante-natal care during your recent pregnancy?
Yes___  No_______
50. Where did go for ante-natal care?
Doctor/nurse
Health Centre
Trained birth attendant
Other___________
(specify)
51. Did you get a tetanus injection during your recent pregnancy?
Yes_____ No______ can't remember
52. How many times?
53. Where did you get it?
54. Who helped at the birth of your youngest child?
Doctor/nurse
Trained birth attendant
Midwife
Relatives
Other-----
55. Has your youngest child ever been sick with severe diarrhoea?
Yes_____ No______
56. How did you manage the problem?
57. Have you ever used family planning methods?
Yes____ No______
58. Are you currently using a family planning method?
Yes_____ No_________
59. Acording to you, what are the benefits for the family if 
one uses a family planning method?
Thank you for your cooperation
